









THE PATHOGENESIS OF 
ATHEROSCLEROSIS* 


G. Lyman Duff, M.D. 
Montreal, Que. 


* ATHEROSCLEROSIS” is a term that is com- 

ing more and more into fashion to replace 
that venerable term “arteriosclerosis”, which was 
coined in 1833 by Lobstein, who was then Pro- 
fessor of Pathological Anatomy at the Uni- 
versity of Strasbourg. He defined arteriosclero- 
sis as meaning any hardening or thickening of 
the walls of arteries. Thus defined, the word 
served a useful purpose, until it eventually be- 
came evident that several quite different dis- 
eases of arteries were included in this all- 
embracing term. 

It is obvious that Lebstein’s definition in- 
cluded a number of inflammatory diseases of 
arteries, such as syphilitic aortitis and arteritis, 
thromboangiitis obliterans and even periarter- 
itis nodosa. We have become accustomed to 
think of these disease entities each under its 
own specific name and not under the general 
term “arteriosclerosis”, but confusion has per- 
sisted in relation to Méonckeberg’s medial 
calcification of arteries and atherosclerosis by 
reason of the inclusion of both of them under 
the term arteriosclerosis and the general lack 
of appreciation that they are two separate and 
distinet disease processes. It is true that both 
conditions affect arteries in the older age 
groups and that they frequently occur together 
in the same artery for this very reason, but 
there is no essential connection between them, 
and either disease can reach an advanced stage 
in a particular patient or a particular artery 
without the other being present to any signifi- 
cant degree. : 


* Thirteenth Annual Louis Gross Memorial Lecture 
delivered at the Jewish General Hospital, Montreal, 
October 25, 1950. 

From the Department of Pathology, Pathological 
Institute, McGill University, Montreal, Canada. 
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Monckeberg’s sclerosis, as it is sometimes 
called, oceurs particularly in the arteries of the 
extremities, especially the lower extremities, 
and consists of deposits of calcium salts in the 
middle of the medial coat in areas of degenera- 
tion of the muscle. These deposits frequently 
become massive enough in persons above 
middle age to be easily seen in x-ray pictures 
and to render the artery palpably hard or even 
rigid or “pipe-stem” in character. Such findings 
give no information whatever as to the patency 
of the lumen of the affected vessels which in 
the absence of atherosclerosis will be widely 
patent. Nor does the presence of Ménckeberg’s 
medial calcification in the peripheral arteries 
permit any inferences to be drawn regarding 
the state of other important groups of vessels, 
such as the coronary or cerebral arteries. 
Monckeberg’s sclerosis, in fact, has practically - 
no functional significance, and it is important 
only because it so frequently misleads the 
clinician if he is not thoroughly aware that 
there is no close correlation between this dis- 
ease and atherosclerosis of the intima. 

In contrast to this lesion of the media, athero- 
sclerosis of the intima of arteries is a disease 
of the highest importance. This is what is 
generally meant nowadays by the term arterio- 
sclerosis, but it seems better to leave no doubt 
in the matter by employing the term “athero- 
sclerosis” to indicate what appears to be one 
disease, and one disease only. 

For the purposes of this discussion, I propose 
to define the term “atherosclerosis” as a disease 
of the arteries affecting primarily the intimal 
coat and characterized in general by increas- 
ing accumulations of cholesterol, cholesterol 
esters and other lipids in localized areas in the 
intima associated with fibrous thickening of 
the intima. The frequent occurrence of coale- 
scence of individual lesions and of further de- 
generative changes in them is well recognized, 
but these are not essential to the definition. The 
further degenerative changes associated with 
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progression of the disease include necrosis of 
the centres of the atherosclerotic lesions with 
the formation of atheromatous cavities filled 
with lipid-rich debris, the extension of the 
process to involve the media, necrosis and dis- 
integration of the intimal lining over athero- 
mata (erosion) and ealcification of the lesions. 

Through extension of the atherosclerotic 
process into the media over any significant area 
of the arterial wall, the medial coat may be 
sufficiently weakened to permit aneurysmal 


dilatation of the artery, ending sometimes with — 


rupture. Examples of these complications are 
seen occasionally in the abdominal aorta, 
splenic artery, popliteal artery and_ basilar 
artery, but rarely elsewhere. The exact cause 
of the rupture of small intracerebral arteries 
leading to cerebral hemorrhage is not known. 
A much more frequent and important conse- 
quence of atherosclerosis is the progressive 
narrowing of the lumina of arteries by thicken- 
ing of the intima which may advance even to 
the point of producing complete occlusion of 
the lumen. Moreover, complete occlusion may 
be produced suddenly at any stage in the de- 
velopment of atherosclerosis by the occurrence 
of thrombosis in the arterial lumen to which 
atherosclerosis is the principal predisposing 
factor. Narrowing.or ocelusion of coronary, 
cerebral or peripheral arteries brought about 
by atherosclerosis with or without thrombosis 
accounts in preponderant measure for the 
morbidity and mortality associated with the 
clisease. 


PROBLEMS IN PATHOGENESIS 


All stages in the progression of atherosclero- 
sis can be accounted for on the basis of ac- 
cepted pathological principles by assuming the 
continued operation of the same causal factors 
that initially set the disease process in motion. 
Unfortunately, however, these causal factors 
are largely unknown. The factors that have 
been recognized as having importance in the 
etiology and pathogenesis of the disease have 
probably been overemphasized in the past 
through ignorance of all the others. In fact, 
many published articles in this field give the 
impression that the problem of atherosclerosis 
has been practically solved by modern research, 
and that only a few details of pathogenesis 
remain to be determined. On the contrary, only 
a relatively few points of real importanecé have 
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been established with certainty, and the rest 
is largely intelligent speculation. Since it is im- 
possible to present a solution to the problem, 
I propose instead to give in outline a survey of 
the many problems that present themselves in 
connection with the pathogenesis of athero- 
sclerosis. 

The fact that atherosclerotic lesions contain 
lipid material was recognized at an early date. 
Chemical analysis of this material eventually 
proved that its principal constituent is chol- 
esterol and cholesterol esters. Other lipids con- 
sisting of neutral fats, phospholipids and other 
sterols are present in smaller proportions. 
Chemical quantitation of the content of chol- 
esterol in the aorta has shown in several studies 
a close positive correlation between the 
cholesterol content and the subjective ap- 
praisal of the degree of atherosclerosis present 
in the aorta. Accordingly, it would appear that 
the accumulation of cholesterol in the intima 
is a process of prime importance in the patho- 
genesis of the disease. The quantities of chol- 
esterol that are found in the atherosclerotic 
lesions are much too large to have originated 
from local breakdown of tissue and it is, there- 
fore, evident that cholesterol must be derived 
from another source, brought into the intima 
and deposited there. 

It is commonly taken for granted that the 
primary event in the development of athero- 
sclerosis is the deposit of lipids in the intimal 
layer, and that fibrous proliferation leading to 
fibrous thickening of the intima is secondary 
to this. The microscopic appearance of very 
early lesions is not entirely consistent with this 
view, and it is entirely possible that subtle 
changes in the endothelium, the ground sub- 
stance, or other constituents of the intima may 
antedate the appearance of lipids. Indeed, it is 
difficult to account for the localization of 
atherosclerotic lesions except by assuming that 
this is so. Certainly it is true that pre-existing 
fibrous thickening of the intima predisposes to 
the deposit of cholesterol and the development 
of atherosclerosis. This phenomenon may be ob- 
served in the aortic sear of the obliterated 
ductus arteriosus, and is particularly conspicu- 
ous in areas of the aorta previously involved by 
syphilis. 


THE ROLE oF CHOLESTEROL 


The rich content of lipids in atherosclerotic 
lesions and the accompanying fibrosis of the 
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intima were the central features that led 
Marchand to coin the term “atherosclerosis” in 
1904 to indicate this type of arterial disease, 
but the early recognition that cholesterol forms 
a large part of the lipid content had little 
effect on current thought relative to the eti- 
ology and pathogenesis of atherosclerosis. The 
present preoccupation with the role of 
cholesterol in the pathogenesis of this disease 
had its origin with the experiments of Anit- 
schkow and of Wacker and Hueck, who demon- 
strated almost simultaneously in 1913 that the 
daily feeding of cholesterol to rabbits over a 
period of several months led to the develop- 
ment of lesions of the aorta closely comparable 
with those of atherosclerosis in man. Wacker 
and Hueck also showed that the feeding 
regimen induced a marked elevation of the 
cholesterol content of the blood, which was due 
in greater part to the elevation of cholesterol 
esters. 


This experimental disease of the arteries has. 


since come to be generally known as “experi- 
mental cholesterol atherosclerosis”, and the 
study of this condition in rabbits and certain 
other animal species through the intervening 
years has had a tremendous influence on the 
development of present ideas regarding the 
etiology and pathogenesis of atherosclerosis. 
Indeed, there has been a tendency to accept 
altogether too readily the implications of the 
experimental findings as translated into terms 
of the human animal, often in the complete 
absence of evidence that conditions truly com- 
parable with those observed in the experi- 
mental animal actually occur in man. Never- 
theless, experimental work along these lines 
has been of great value in indicating directions 
of search for etiologic and pathogenetic factors 
in the human subject. The experimental studies 
have contributed a good deal and may yet 
contribute much more toward a clear under- 
standing of the factors that govern the process 
of deposition of cholesterol in the intima of 
arteries. 

Although there has been in the past some 
dispute on the question, it is now generally 
conceded that the earliest lesions of athero- 
sclerosis in man are the “fatty flecks” or 
“fatty streaks” seen in the aorta and sometimes 
in other arteries in early adult life, adolescence 
or even on occasion in early childhood or 
infancy. These occur in the intima of the arch 
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of the aorta as yellow flecks and in the thoracic 
part of the descending aorta as yellow streaks, 
longitudinally disposed and slightly elevated 
above the surrounding intimal surface. The 
earliest of these lesions are generally thought 
to be completely reversible although there is 
no sure evidence to support this belief. Histo- 
logical examination of the earliest lesions 
readily visible to the naked eye shows that 
there is already swelling of the ground sub- 
stance and some increase of fibrous connective 
tissue cells in the intima. Lipid material stain- 
able with Sudan III is found in the intima in 
the spindle shaped fibroblastic cells, in globu- 
lar phagocytic cells or “foam cells” and also 
diffusely strewn through the swollen inter- 
cellular ground substance. The lining endo- 
thelial cells seldom contain any more than 
traces of stainable lipid. 

The supposition that these lesions are rever- 
sible assumes that there is a stage at which there 
is no inerease of connective tissue in the intima 
and further assumes the possibility of the com- 
plete removal of the accumulated lipids through 
the metabolic activity of the cells containing 
them. These assumptions seem reasonable, and 
while not proved by evidence from human 
material, they are supported by the study of 
the earliest lesions of experimental cholesterol. 
atherosclerosis, which consist simply of subendo- 
thelial aggregations of “foam cells” filled with 
lipids. Here, too, there is a small amount of 
extracellular lipid material in the ground sub- 
stance of the intima, but there may be a com- 
plete absence of fibroblastic proliferation. It 
seems highly probable that such lesions are 
capable of complete resolution under suitable 
conditions. 

In the fatty flecks and streaks of the human 
aorta where slight fibrous proliferation has oc- 
eurred, there is the possibility of complete re- 
moval of the lipids, leaving only a slight fibrous 
thickening of the intima to mark the sites of the 
lesions. I have been convinced that this may 
oceur by the observation of children’s aortas in 
which gray flecks and streaks of the intima were 
seen having the typical distribution of fatty 
flecks and streaks, and yet showing microscopi- 
eally only slight fibrous thickening of the intima 
without a trace of lipid content. There is abun- 
dant evidence of the same kind to indicate the 
possibility of more or less complete removal of 
lipids from the more advanced lesions of athero- 
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sclerosis. Leary has brought forward evidence 
that this removal of lipids from atherosclerotic 
lesions occurs more readily in youth and more 
sluggishly with increasing age. He explains this 
phenomenon on the assumption that cholesterol 
and its esters are more rapidly metabolized in 
vouth than in old age by the cells of the intima. 
From other evidence already mentioned, it may 
be inferred that the fibrous thickenings of the 
intima remaining after the removal of lipids has 
been accomplished would be more susceptible 
than the normal parts of the intima to a renewed 


deposit of lipids, if favourable conditions for the 


oceurrence of this process should again arise. 


THE INFLUENCE OF HYPERCHOLESTEROLAMIA 


Among the conditions that might be conceived 
as favouring the deposit of cholesterol in the 
intima only one, namely hypercholesterolemia, 
has received more than casual attention in the 
past. Indeed, the concentration of attention on 
the absolute levels of cholesterol in the blood 
has undoubtedly led to the neglect of other 
factors that are probably much more important. 
The observation that the development of experi- 
mental cholesterol atherosclerosis in rabbits fed 
cholesterol does not occur in the absence of a 
significant elevation of cholesterol in the blood 
was responsible for the idea that hyperchole- 
sterolemia in man must be a factor of the first 
importance in the pathogenesis of human athero- 
sclerosis. It was even suggested that the eating 
of foods rich in cholesterol might be dangerous 
for this reason, in spite of the absence of any 
evidence to show that the ingestion of cholesterol 
causes hypercholesterolemia in man and, indeed, 
in the face of evidence to the contrary. Not only 
does the ingestion of quantities of cholesterol fail 
to produce significant elevation of the cholesterol 
in the blood in normal persons, but recent 
studies by Ancel Keys have shown that there is 
no correlation in normal adults between the dif- 
fering cholesterol contents of the diets habitually 
selected by different individuals in accordance 
with their tastes and the cholesterol content of 
their blood. Drastie reduction of the cholesterol 
content of the diet has no significant effect on 
the blood cholesterol levels in normal persons. 
Only diets completely free of cholesterol and of 
fat as well are capable of reducing the blood 
cholesterol to any significant degree. 

It is true in experimental cholesterol athero- 
sclerosis in the rabbit that the degree of athero- 
sclerosis produced can be correlated roughly 
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with the quantities of cholesterol fed, the height 
of the resulting hypercholesterolemia and the 
duration of this latter condition. Modifications 
of the experiment, such as thyroidectomy, that 
tend to increase the height of the induced hyper- 
cholesterolemia, tend also to inerease the 
severity of the resulting atherosclerosis, while 
modifications that tend to decrease the degree of 
hypercholesterolemia produced by cholesterol 
feeding, such as the concomitant administration 
of thyroid extract, tend to reduce the severity 
of the resulting atherosclerosis. It is true also . 
in man that metabolic disturbances known to be 
characterized by hypercholesterolemia are asso- 
ciated in many cases with the development of 
a degree of atherosclerosis greater than that 
found in persons of the same age groups who 
have not suffered such metabolic disturbances. 
The commonly quoted examples of diseases show- 
ing this association are diabetes mellitus, hypo- 
thyroidism, lipoid nephrosis and essential hyper- 
cholesterolemic xanthomatosis. However, even 
in these conditions it remains to be demonstrated 
that hypercholesterolemia is always followed by 
an excessive development of atherosclerosis and 
there are outstanding exceptions in our own 
autopsy experience, particularly among cases of 
myxedema and lipoid nephrosis. 

It may be admitted from experimental and 
clinical observations of the kinds outlined in 
the preceding paragraph that elevation of the 
blood cholesterol content above its normal level 
is one of the conditions that favour instability 
of the colloidal suspension of cholesterol in the 
plasma (dyscholesterolemia), and hence pro- 
motes the deposit of cholesterol in the intima 
of the arteries. Hypercholesterolemia happens 
to be the only factor thus far recognized as 
being capable of affecting the stability of the 
blood cholesterol in this way and accordingly 
great emphasis has been placed upon it as a 
factor in the pathogenesis of atherosclerosis. 
However, numerous studies of the blood chol- 
esterol levels in human subjects have failed to 
establish the thesis that hypercholesterolemia 
is the cause of atherosclerosis in the generality 
of mankind. 

The normal level of cholesterol in the blood 
of the rabbit is low relative to that in man. 
The exact degree to which it must be increased 
by cholesterol feeding in order to bring about 
the development of experimental cholesterol 
atherosclerosis has not been determined. How- 
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ever, an increase to the level that normally 
exists in man appears to be sufficient. Accord- 
ingly, it is quite conceivable that atherosclero- 
sis may develop in man without any elevation 
of the blood cholesterol level above the normal 
limits. It is entirely reasonable to believe from 
the evidence available that a decrease in the 
stability of cholesterol in the blood will usu- 
ally result when there is hypercholesterolemia, 
but it is quite evident that the process of de- 
position of cholesterol in the intima of arteries 
would be enhanced by any change, not neces- 
sarily associated with hypercholesterolemia, 
that decreases the stability of cholesterol in 
the plasma. 


STABILITY OF CHOLESTEROL IN SOLUTION 


Practically nothing is known of factors that 
‘may operate in vivo to decrease the stability of 
cholesterol in the blood. Recently, however, Dr. 
MeMillan and I have demonstrated that the 
stability of the blood cholesterol can be greatly 
increased, by an appropriate experimental 
technique, to the point that very marked hyper- 
cholesterolemia in cholesterol-fed rabbits is 
quite ineffective in producing any change in 
the arteries. In later studies, Dr. Payne and I 
have shown that this unusual stability is as- 
sociated with an excessive elevation of the 
neutral fat and phospholipid fractions, of 
which the latter is probably the more important 
factor. It is probably true in general that the 
relation of cholesterol to the other lipids in the 
plasma and to the plasma proteins is much more 
important in the maintenance of its stability 
than is the absolute level of cholesterol itself. 

There is some experimental evidence to indi- 
cate that choline feeding renders the solution 
of cholesterol in the blood more stable and it 
has even been reported that the addition of 
choline to the diet facilitates the removal of 
cholesterol already deposited in the vessel 
walls. The observations on these points are con- 
flicting and our own studies of this question 
seem to offer an explanation for some of the 
discrepancies. Dr. Meissner and I have found 
in experiments not yet published that the addi- 
tion of choline to the diet, even in large 
amounts, has no discernible influence on the de- 
velopment of experimental cholesterol athero- 
sclerosis in rabbits if the daily dose of 
cholesterol is moderately high. However, when 
the dose of cholesterol is reduced to one gram 
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given three times a week and choline is ad- 
ministered in the highest daily dose that the 
animals will tolerate, there is a slight but 
definite retardation of the development of 
atherosclerosis. We were unable to discover 
significant differences between the control and 
experimental animals, either in the degree of 
hypercholesterolemia or in the plasma lipid 
patterns, to account for this rather minor 
effect. In retrogression experiments, we found 
that the addition of choline to the diet in large 
amounts has no effect in promoting the resolu- 
tion of established atherosclerotic lesions. 


Great interest has recently been aroused by 
the work of Gofman and his associates who 
have demonstrated in the serum of certain 
persons, though not in that of others, the 
presence of giant cholesterol-bearing molecules 
of low protein content and of low specific 
gravity. They have brought forward evidence 
to indicate that the occurrence of these giant 
cholesterol-containing complexes may be cor- 
related with the development of atherosclerosis 
in human beings and also in cholesterol-fed 
rabbits. It is interesting to note that these giant 
molecules are not found by any means excelu- 
sively in persons with hypercholesterolemia. 
There is a tendency for their occurrence to be 
more frequent in sera that have a cholesterol 
content exceeding 200 mgm. per 100 e.c. How- 
ever, they also occur in sera with normal or low 
cholesterol values and are absent in some cases 
in spite of definite hypercholesterolemia. 
While it is possible that these giant molecules 
may actually enter the arterial intima with 
their load of cholesterol and other lipids, there 
is no evidence as yet to show that they do and 
it is entirely possible that their presence may 
merely reflect a state of general instability of 
the solution of cholesterol in the blood. 

In summary, it may be stated that it has not 
been demonstrated that hypercholesterolemia 
is a factor essential to the development of 
atherosclerosis in man. It may be that the effec- 
tive periods of elevation of blood cholesterol 
are of short or irregular duration, and for this 
reason have not been detected and correlated 
with the development of atherosclerosis. How- 
ever, it seems evident that there must be many 
factors other than simple elevation of the 
cholesterol content of the blood that could 
disturb its stability or physico-chemical state. 
It would appear that more intelligible informa- 
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tion would be gained if the state of suspension 
of cholesterol in the plasma were studied as it 
affects the stability of the cholesterol solution 
rather than merely the quantity of cholesterol 
present in the blood. 


THE ROLE oF LOCAL FACTORS 


Although it is generally agreed that fatty 
flecks and streaks of the human aorta represent 
the earliest atherosclerotic lesions, and that the 
deposit of cholesterol and cholesterol esters in 


them is an essential feature, there is no general , 


agreement on many fundamental points conecern- 
ing the development of these earliest lipid de- 
posits. The same is true of the pathogenesis of 
experimental cholesterol atherosclerosis. This 
lack of agreement is clearly due to the lack of 
adequate evidence. Here, indeed, is a field for 
fruitful research on questions that penetrate to 
the very root of the problem of atherosclerosis. 

Our abysmal ignorance in this field may be 
emphasized by a recitation of some of the im- 
portant points of information that still lie 
beyond our ken. It is not known, for example, 
in what form cholesterol enters the intima, 
whether as free or ester cholesterol, or both to- 
gether, whether in colloidal suspension alone or 
in association with neutral fats or phospholipids 
or as a lipoprotein. complex, or whether con- 
tained in fatty droplets, the so-called chylo- 
mierons. 

Moreover, it is not known how cholesterol, in 
whatever form it is carried, enters the intima. 
It is commonly supposed that cholesterol in col- 
loidal suspension permeates the intima with the 
nutritive fluid derived from the plasma that 
normally seeps through from the lumen to pro- 
vide nutrition for the inner layers of the arterial 
wall that are not reached by the vasa vasorum. 
It is not knewn whether the normal endothelial 
lining of the arteries is permeable to colloidal 
cholesterol. If it is not, then the deposit of 
cholesterol in the intima may be due solely to 
an increase of endothelial permeability sufficient 
to permit cholesterol to enter the intima, where 
it might be supposed that conditions suitable 
for the aggregation and accumulation of chole- 
sterol always exist. Atherosclerosis might thus 
be looked upon as a disease dependent on pri- 
mary changes in endothelial permeability. If, on 
the other hand, the arterial endothelium is nor- 
mally permeable to colloidal cholesterol, it fol- 
lows that its deposit in the intima must depend 
upon local changes in the subendothelial layer 
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of the intima that favour the deposit of chole- 
sterol as well as on qualitative or quantitative 
changes in the cholesterol content of the infiltrat- 
ing nutritive fluid that flows through the intima. 
On the latter question there is a growing body 
of illuminating evidence, but there is practically 
no information as to the character of the local 
changes in the intima that favour the deposit 
of cholesterol, and which might well account for 
the localization of individual atherosclerotic 
lesions. 


Among those investigators who believe that 
cholesterol enters the intima in colloidal suspen- 
sion, there is no agreement as to where the 
cholesterol is initially deposited, whether in the 
subendothelial ground substance from which it 
is taken up by phagocytic cells, or whether pri- 
marily in the phagocytic cells themselves, or 
whether in both. Certain it is that in experi- 
mental cholesterol atherosclerosis in the rabbit 
large globular phagocytic cells filled with lipids 
(“foam eells”) are present in very early lesions, 
but at the same time there is also present extra- 
cellular lipid material in the ground substance 
between them. The same is true of the earliest 
atherosclerotic lesions in man. 

Certain investigators believe that cholesterol 
does not enter the intima by passing through 
the endothelial lining, but rather that it is taken 
up initially by the endothelial cells themselves 
from the plasma that bathes their surface and 
is then either passed on to the subendothelial 
layer or else carried into it by inward migration 
of the lining endothelial cells which then appear 
as “foam cells” in the subendothelial layer of 
the intima. While these ideas are perfectly 
plausible, they are rendered somewhat precari- 
ous by the usual absence of more than traces of 
stainable lipids from the lining endothelial cells 
covering the developing lesions of atherosclerosis, 
either in the human subject or in animals fed 
cholesterol. 

One further idea, proposed by Leary, still 
remains as to the manner in which cholesterol 
is carried into the arterial intima to initiate the 
atherosclerotic lesions. In his studies of experi- 
mental cholesterol atherosclerosis in rabbits, he 
was impressed by the accumulation of chol- 
esterol in reticuloendothelial cells, including 
the Kupffer cells of the liver, at a stage in the 
regimen of cholesterol feeding antedating the 
appearance of any lesions in the arteries. Lipid- 
filled cells also appeared in the cireulating 
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blood, which he supposed represented Kupffer 
cells that had been swept into the passing blood 
stream. Leary postulated that these cells filled 
with lipid become adherent to the endothelial 
lining of the arteries wherever they happen to 
come into contact and then migrate into the sub- 
endothelial layer of the intima to accumulate 
there as the familiar foam cells. This theory is 
not generally accepted because there is no posi- 
tive evidence to support it and Dr. Payne and I 
have recently obtained very good experimental 
evidence against it. Moreover, it seems at 
present to be quite inapplicable to the patho- 
genesis of human atherosclerosis, since the ac- 
cumulation of lipids in reticuloendothelial cells 
has never been shown to be a characteristic 
accompaniment of the development of the dis- 
ease in man, nor have lipophages been found in 
the circulating blood. 

A factor of importance in both the patho- 
genesis and localization of atherosclerotic lesions 
is the intracellular metabolism of cholesterol 
and other lipids by the cells of the normal and 
atherosclerotic intima. It is one thing for chole- 
sterol to be deposited, but it is another to have 
it remain where it is deposited. It is apparent 
that if cholesterol were removed from an area 
as rapidly as it is deposited, then this area 
would be considered to be immune. Conversely, 
if cholesterol were removed at a slower rate than 
usual, the area concerned would be considered 
to demonstrate the effects of localizing factors. 
At the present time there is but little informa- 
tion concerning the metabolic activity of the 
cells of the intima with reference to lipids or 
other substances. Mention of phagocytosis of 
lipids by endothelial cells and by foam cells has 
already been made. These latter cells are known 
to undergo mitotic division in the atheromas, to 
be capable of phagecytosis in situ, and to be 
capable of esterifying and de-esterifying chole- 
sterol. Presumably, they are also capable of 
migration. Fibroblastic cells appearing a little 
later in the development of the lesions possess 
similar metabolic activity. Aside from these few 
primitive observations we are ignorant of what- 
ever other intracellular lipid metabolic processes 
may exist, and we are ignorant of -the mechan- 
isms controlling those already mentioned. 


LOCALIZATION OF ATHEROSCLEROSIS 


The problem of the localization of athero- 
selerotie lesions has always been a vexed one. 
From the existing observations it is apparent 
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that there are two chief ways in which localiza- 
tion of the deposition of cholesterol in the 
vessel wall is affected. The first of these de- 
pends upon variations in the structure or 
composition of the vessel wall itself, and the 
second depends upon mechanical or hydro- 
dynamic forces acting at a particular point of 
the blood vessel. There is no evidence that the 
chemical composition of the blood changes 
while flowing within the vascular tree to a 
degree capable of influencing the site of deposi- 
tion of cholesterol. 

Mention has already been made of the influ- 
ence of such lesions as syphilitic aortitis as 
faetors promoting atherosclerosis. It is noted 
that this effect occurs only in the areas 
damaged by syphilis. Similar localizing phe- 
nomena dependent upon damage and cicatriza- 
tion of the vessel wall have been demonstrated 
in a wide variety of experiments. These have 
all served to show that local injury is able to 


-inerease the local susceptibility of arterial 


walls to the deposition of cholesterol from 
hypercholesterolemic serum. It has been sug- 
gested that the changes induced in the vessel 
wall increase endothelial or intimal permea- 
bility and hence afford a greater opportunity 
for the development of atherosclerosis. Never- 
theless, it must be admitted that the mechanism ~* 
of this type of localization has not been 
seriously investigated and we are ignorant of 
its processes. Attempts have also been made to 
demonstrate that normal differences in ana- 
tomical structure affect the localization of 
atherosclerotic lesions. Differences in the 
morphology and function of endothelium in the 
sites prone to atherosclerosis and in sites re- 
sistant to the lesions have been sought with- 
out success. Attempts te implicate the normal 
variability in vasa vasorum have also been 
made. If normal morphological variations in 
the walls of blood vessels are important to the 
localization of deposits of cholesterol, and there 
is every reason to think that they may be, then 
it must be confessed that there is no apprecia- 
tion of what the essential anatomical differ- 
ences are or of the mechanisms through which 
they act to promote or inhibit atherosclerosis. 


MopIFYING FACTORS 


There is good reason to believe that hyper- 
tension, either localized or generalized, pro- 
motes the development of atherosclerosis in 
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man. Atherosclerotic lesions of the pulmonary 
artery are most common and extensive in 
association with pulmonary hypertension, while 
it is common knowledge that hypertensive pa- 
tients are prone to an excessive development 
of atherosclerosis. Supporting experimental 
data are seanty, but consistent with these 
findings. It has been suggested that this occurs 
because of anoxia and damage of the vessel 
wall due to compression, or that it is due to an 
increase in the rate at which cholesterol- 
bearing nutrient juices permeate the intima. 
Neither explanation is more than hypothetical. 

Similarly, evidence derived from such lesions 
as congenital anomalies of the blood vessels or 
from traumatic arteriovenous aneurysms indi- 
cates that a stream of blood which impinges at 
an open angle and with unusual foree on the 
vessel wall will elicit an atherosclerotic re- 
action. It has been suggested that at least 
three hemodynamic mechanisms are active in 
the production of such lesions. The réle of in- 
creased pressure is one. In addition, it has been 
thought that the endothelium may be damaged, 
or that the unusual swirling and eddying of the 
blood stream may mechanically disturb the 
solution of cholesterol in the blood and thus 
promote the deposition of cholesterol in the 
intima. The concepts implicit in these observa- 
tions are also applied to the known tendency 
for atheromas to occur about the mouths of the 
large and small branch vessels of the aorta and 
at the sites at which arteries suddenly change 
direction or bifureate. 


CONCLUSION 

It is evident from what has been said, that our 
knowledge of atherosclerosis today is largely 
confined to what is known about the behaviour 
of cholesterol in the body. The deposition and 
accumulation of cholesterol in the intima of 
arteries has come to be regarded as the central 
feature of the disease. There exists a fairly satis- 
factory body of knowledge concerning the 
morphological characteristics of human athero- 
sclerosis and its experimental counterpart, ex- 
perimental cholesterol atherosclerosis. It is in 
regard to mechanisms or dynamics of develop- 
ment that we are particularly ignorant. 

The recitation that has been given of all that 
we do not know about the pathogenesis of athero- 
sclerosis must surely throw into sharp relief the 
fact that all of the results of numerous investi- 
gations have fallen far short of a solution of the 
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problem. Research in this field has only 
scratched the surface. We still lack sure proof 
of many of the most elementary items of factual 
information that would be required for a clear 
understanding of this disease process. The great 
amount of investigative work that is currently 
being carried on in this field should accelerate 
the expansion of our knowledge, but until the 
pool of well-established scientific information has 
become a good deal larger, no one can justly 
claim that the riddle of atherosclerosis is solved 
or is even near to a solution. 

Meanwhile, suggested regimens for the pre- 
vention or amelioration of atherosclerosis that 
purport to be founded on a scientific understand- 
ing of the pathogenesis of the disease should be 
viewed with suspicion. Low fat-low cholesterol 
diets offer no real hope of lowering the blood 
cholesterol level significantly, though it is con- 
ceivable that they might alter the physico- 
chemical state of cholesterol in the blood with- 
out changing its quantity. Such diets might 
bring about clinical improvement through loss 
of weight or for other reasons, but there is no 
sure evidence to indicate that they offer a means 
of reversing the atherosclerotic process. The use 
of choline in the treatment of atherosclerosis has 
as its only basis the experimental studies that 
indicate a slight effect of choline in retarding 
the development of experimental cholesterol 
atherosclerosis under certain conditions. On the 
other hand, the one report that choline will cause 
the disappearance of established experimental 
lesions of the arteries is not confirmed in our 
own experiments. No clinical studies have been 
reported that establish convincingly any bene- 
ficial effect of choline in cases of atherosclerosis. 
Indeed, in view of our present ignorance of the 
pathogenesis of atherosclerosis, any form of 
treatment directed toward the reversal of the 
lesions in the arteries, even if such treatment 
should be conclusively demonstrated by well con- 
trolled clinical tests to be of clinical benefit, must 
be regarded, for the time being at least, as 
purely empirical. 


In carefully controlled studies of 309 patients with 
head colds there was no significant difference in the 
proportion of cures reported by patients receiving aureo- 
mycin and by those receiving a placebo.—Hoagland, R. 
J., et al., Med., 243: 773, 11-16-50. 
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THE TREATMENT OF PYOGENIC SKIN 
INFECTIONS WITH BACITRACIN 
OINTMENT* 


Norman M. Wrong, M.D., 
Raymond C. Smith, M.D., 
Arthur L. Hudson, M.D. and 
H. Charles Hair, M.D. 


Toronto, Ont. 


INCE the discovery of penicillin, investigators 
everywhere have been searching for new anti- 


biotics. The ideal one should have a high lethal- 


effect against all organisms and a low toxic effect 
on humans. It should also have a low sensitizing 
index, 7.e., it should produce contact dermatitis 
infrequently or never; in this regard, penicillin 
and streptomycin are particularly bad. 

In 1945, Johnson et al.t reported a new anti- 
biotic produced by a member of the B. subtilis 
group. This was recovered from the debris from 
a wound received on the street by a seven-year- 
old child by the name of Tracey and was given 
the name, bacitracin. 

A great deal of laboratory and animal investi- 
gation has been done on this antibiotic, and this 
is reviewed by Meleney and Johnson,” Eichen- 
laub and Olivo,’ among others. It is effective 
against Gram-positive organisms aerobic and 
anaerobic, including the staphylococcus and 
streptococcus, also against the Gram-negative 
meningococeus and gonococcus. It is lethal for 
Treponema pallida and there is some proof that 
it has synergistic action with penicillin in this 
effect. Eagle? has done work in this phase of its 
activity. 

To date, this antibiotic has been used for the 
most part externally, although it can be in- 
jected. Transitory toxic effects such as albu- 
minuria, have been noted in the past following 
injection. Toxic effects from external use have 
been nil. In addition, the index of sensitivity 
of this antibiotic when applied to the human 
skin is very low (less than 0.5%, Miller e¢ al.*), 
which is in sharp contrast to the high sensitiz- 
ing power of penicillin and streptomycin, which 
helps to nullify their usefulness on the skin. 
Several hundred cases have been treated, some 
of them for months, with remarkably little 


* From the Dermatological Service, Sunnybrook Hos- 
pital, Toronto, Department of Veterans’ Affairs. 

Read at the meeting of the Canadian Dermatological 
Association, Quebec, P.Q., June, 1950. 
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resultant dermatitis. However, Eichenlaub and 
Olivo reported two cases of contact dermatitis 
in a series of fifty cases. 

Considerable investigative work has been 
done on the proper vehicle for the incorpora- 
tion of bacitracin in ointment form and on its 
stability. Miller et al.t and Bond e¢ al.> have 
reported at length on this. The former used a 
water-soluble base and found that stability was 
maintained for only two weeks without re- 
frigeration. The latter. workers found that the 
antibiotic retained its potency for twelve 
months at 5°C. in a water-free base of wool fat, 
liquid petrolatum and white petrolatum. At- 
25°C. the potency was equally well retained. 
However, if 5% water was added to this base, 
it lost 65% of its potency in nine months at 
5°C. and all its potency in two months at 25°C. 

It is apparent that the base must be water- 
free in order for the potency of the bacitracin 
to be maintained in any ointment which is used 
in ordinary fashion. The next point which 
arises is whether the bacitracin is released from 
such an ointment. The present series of cases 
was treated by an ointment which has the base 
mentioned above and the results appear to 
justify its use. Dérzavis, Rice and Leland® used 
petrolatum as an ointment base with excellent 
results. " 


The dry bacitracin powder is stable up to 
37°C. for long periods of time. Aqueous solu- 
tions of bacitracin between pH 5 and 7 re- 
mained stable at refrigerator temperatures for 
long periods of time, but lost potency at the 
rate of 50% per week at room temperature 
(Bond et al.*). 


The present study of the effects of bacitracin 
in ointment form was begun in January, 1950, 
at Sunnybrook (D.V.A.) Hospital, Toronto, 
with bacitracin ointment supplied by the Up- 
John Company, Medical Division, Kalamazoo, 
Michigan. This was supplied in one-half ounce 
and one ounce tubes containing five hundred 
units of bacitracin per gram of the base which 
is wool fat, white mineral oil and white petro- 
latum as previously mentioned. There was also 
made available special ophthalmic tubes of 
bacitracin ointment with the same base. 


Both in-patients and out-patients who had 
superficial pyogenic infections either primary 
or secondary to other diseases, were treated. 
In each ease, the patient was sent to the labora- 
tory for bacteriological study and the organ- 
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isms recovered were tested for bacitracin 
sensitivity. This was done by Dr. Marion Ross 
in the Bacteriology Laboratory of the hospital. 
An attempt was made to culture the lesions 
still present after a week’s treatment, but in 
many eases, the second cultures were sterile. 
The routine of treatment followed was to in- 
struct the patient to apply the ointment at 
least three times daily. Crusts softened by the 
ointment were bathed off with a boracie solu- 
tion and pustules were opened if they were 


large. Tiny pustules such as those seen in fol- 


liculitis of the beard, were not opened. 


BACITRACIN SENSITIVITY OF PATHOGENIC 
3 ACTERIA 

From the small series reported here, no con- 
clusions can be drawn regarding results cor- 
related with the bacitracin sensitivity of the 
organism. Indeed in some eases, the organism 
was somewhat resistant, 7.e., up to 1.2 units per 
e.c. of the media, but there was an excellent 
clinical result. On the other hand, the reverse 
was seen of a sensitive organism but a poor 
clinical result. Careful correlation of sensitivity 
of the organism and clinical results in a large 
series of cases of uncomplicated impetigo 
might yield very significant results. The present 
series is too small to divide into disease groups 
and to draw any conclusions from these groups. 


BACITRACIN OINTMENT 
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eases of folliculitis of the bearded area (sycosis 
barbe) with good results in five of them and 
poor results in three. With such a small series 
no conclusion can be drawn. Two eases of infee- 
tious eezematoid dermatitis showed a good re- 
sponse in one and none in the other. The average 
duration of treatment was only nine days, which 
was probably insufficient in the failure. 

Pyoderma accounted for seven eases. This was 
an assorted group of pyogenic infections sec- 
ondary to other diseases such as atopie derma- 
titis. The bacteriology revealed Staph. pyogenes 
and Strep. hemolyticus. The cases were treated 
on an average of eleven days, the results being 
excellent in six and poor in one. In this group 
other anti-bacterial agents had been tried with- 
out effect before the bacitracin was used, so that 
on the whole the response of this group to 
bacitracin was encouraging. 

The group of blepharitis cases of which there 
were seven, comprises four in whom Staph. 
pyogenes was found in eultures of the eyelids 
and three with sterile cultures. The results in 
four of the cases were excellent and three were 
good after an average duration of thirty days 
of treatment. Although this series is too small 
to draw any conclusions, the results were very 
encouraging. 

In none of the 27 patients did any evidence of 
a sensitivity to the antibiotic develop. The dura- 


TABLE I. 


RESULTS OF THERAPY WITH BACITRACIN OINTMENT 








No. of 


Disease cases 


Impetigo 3 
Folliculitis of 8 
bearded area 

(sycosis barb) 

Infectious eczematoid 
dermatitis 

Pyoderma 


Strep. hem. (1) 
Sterile (1) 
Blepharitis and 


conjunctivitis Sterile (3) 


DISCUSSION OF RESULTS 


Twenty-seven patients with various types of 
pyoderma were treated and the following chart 
shows the results. 

There were only three cases of uncomplicated 
impetigo, all due to Staph. pyogenes, and the 
results were excellent in all. There were eight 


Organisms present 


Staph. pyogenes (3) 
Staph. pyogenes (8) 


Staph. pyogenes (2) 
Staph. pyogenes (3) 
Staph. and Strep. hem. (2) 


Staph. pyogenes (4) 





Duration of treatment 


(average in days) Results 


10 Excellent (3) 
20 Good (5) 
Poor (3) 


Good (1) 
Poor (1) 
Good (6) 
Poor (1) 


Excellent (4) 
Good (3) 


tion of treatment varied from nine to sixty days, 
so that there was ample time for such a sensi- 
tivity to develop. 

In surveying the bacteriological studies, none 
of the organisms developed an increased resist- 
ance to the antibiotic during the period of 
observation. 
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SUMMARY AND CONCLUSIONS 


1. Twenty-seven patients with various types of 
pyodermas were treated with bacitracin oint- 
ment. 

2. The results were excellent in six, 
sixteen and poor in five of the patients. 

3. No eases of dermatitis resulted from the use 
of the bacitracin ointment. 

4. None of the cases developed bacitracin- 

resistant organisms during the treatment. 
5. Bacitracin used externally in ointment 
form, offers an excellent addition to our arma- 
mentarium for the treatment of pyogenic skin 
infections. 


good in 
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RESUME 

Les auteurs rapportent les résultats obtenus chez 
vingt-sept malades souffrant de diverses formes de pyo- 
dermite et qui furent traités par un onguent A base de 
bacitracine. Ces résultats s’avérérent excellents chez 
cing patients, bons chez seize autres et médiocres dans 
cing cas. 

En contraste avec la pénicilline et la streptomycine, 
dont 1’indice trés élevé de sensibilité vis-a-vis de la peau, 
en restreint considérablement 1’emploi, la bacitracine est 
trés bien supportée par l’organisme et le revétement 
cutané 4 la fois. En effet, dans la présente série, on 
n’observa aucun cas de complication de dermatite, pas 
plus qu’il ne se développa d’organismes résistants A 
la bacitracine au cours du traitement, qui eut une durée 
moyenne de neuf & soixante jours, tout le temps voulu 
pour la production de complications inhérentes 4 la 
médication elle-méme. 

La bacitracine est présentée en tubes d’une demi-once 
et d’une once contenant cing cents unités par gramme 
d’onguent; la base est faite d’huile minérale ou de pé- 
trolatum. Le traitement consiste en des onctions faites 
au moins trois fois par jour. On enléve les croiites 
ramollies par l’onguent avee une solution d’acide 
borique; les pustules sont ouvertes lorsq’elles atteignent 
un certain volume. 

En plus des cas d’impétigo et de sycosis barbae, parmi 
les pyodermites qui furent le plus heureusement in- 
fluencées par le nouvel antibiotique, les blépharites et les 
conjonctivites, bien que pas assez nombreuses pour per- 
mettre des conclusions définitives, donnérent des ré- 
sultats des plus satisfaisants. 





THE SYMPTOMATOLOGY AND 
DEVELOPMENT OF STUTTERING* 


E. Douglass, L.C.8.T.(Eng.) + 


Department of Psychiatry, 
University of Toronto, Toronto, Ont. 


HE terms stuttering and stammering are fre- 

quently used svnonymously, but correctly the 
designation stuttering is to be preferred for the 
type of disorder we inténd to discuss in this 
paper. The term arises from the German “Stot- 
tern” and should be applied to the types of dis- 
ability by reason of which the individual is 
unable to speak with normal ease and fluency. 
The term stammering arises from the German 
“Stammeln” and is applied to defects of 
articulation.’ 

There is no more difficult subject in the realm 
of speech pathology than stuttering. Published 
references to the subject are voluminous, and all 
too often sadly lacking in seientific reliability. 





* Published by kind permission of Professor A. B. 
Stokes, Department of Psychiatry, University of 
Toronto. 

t Licentiate of the College of Speech Therapists 
(England). Speech Therapist, Faculty of Medicine, Uni- 
versity of Toronto. 
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The etiology of the disorder has been the subject 
of much speculation, and even the symptonrts 
have been misinterpreted, sometimes so grossly 
as to be ludicrous. Our present purpose, how- 
ever, is not to make a critical survey, but to 
confine ourselves as specifically as possible to the 
development and symptomatology of the malady, 
leaving for future discussion the complex ques- 
tions of etiology except in so far as is necessary 
for a clear understanding of the problems 
involved. 

The incidence of stuttering is reported by most 
authorities to be in the region of 114% of the 
population? * and we have no reason to believe 
that a survey would prove this figure to be in- 
accurate for Canada. 

‘Many German workers early in the field at- 
tempted to record the symptoms of stuttering, 
but the task was never completed for the simple 
reason that everything the stutterer did, from 
convulsive movements of the extremities to vaso- 
motor changes was diagnosed as stuttering. No 
two stutterers stutter in exactly the same way, 
and so the task was indeed an impossible one, 
for there are in fact as many symptoms of stut- 
tering as there are stutterers. What then are the 
symptoms of stuttering? 
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Scientific findings of late years throw new 
light on the subject. Bluemel* was the first to 
point out that stuttering at its onset was not 
the same as the fully developed condition. He 
pointed out that at its onset stuttering was char- 
acterized by tonic and clonic spasms of the 
speech muscles manifesting themselves in pro- 
Jongation and repetition of sounds, words and 
phrases. These symptoms he classified as the 
primary stage of stuttering; the secondary 
symptoms are something else again, and will be 
described later in this paper. 


Primary stuttering is most frequently found 


in young children, but it is not exclusive to 
childhood and may be observed in adults. Essen- 
tially the primary stutterer has little or no 
awareness of his speech difficulty, and certainly 
no anxiety concerning it. His speech is character- 
ized by easy, effortless repetitions and/or pro- 
longations. The question of whether these 
symptoms should be diagnosed as stuttering or 
not is in much dispute. One worker® has shown 
that beginning speech is normally non-fluent, 
and that the average child age 2 to 6 years re- 
peats about 45 times per thousand words. He 
repeats sounds, words and phrases and fre- 
quently uses accessory sounds such as “um’s” 
and “ah’s”. Some children appear to be more 
hesitant than others, and it is felt by other 
workers that such non-flueney should be diag- 
nosed as primary stuttering. One prominent 
speech pathologist, however, Wendell Johnson® 
takes the view that such hesitations are normal 
to early speech learning. He defines stuttering 
as a “diagnosogenic” disorder, stating that only 
when the parents and ultimately the child react 
emotionally to these speech hesitations does 
stuttering as normally recognized develop. There 
is certainly some evidence to support this view, 
such as the work of Curtis E. Tuthill’ who has 
shown that people differ widely in their use of 
the word “stuttering”, that the diagnosis varies 
from person to person, and that a particular 
person varies in his own evaluations from time 
to time. 

However, this controversial question of 
whether or not the broken speech pattern found 
in some young children should be diagnosed as 
primary stuttering or as the hesitations of nor- 
mal speech learning need not be pursued at this 
point. The fact is that this phase is often 
transitory, normal speech fluency developing as 
maturation takes place. In some cases, however, 
the hesitations continue, increasing in both fre- 
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quency and severity. Parents, teachers and play- 
mates react emotionally to the child’s form of 
speech. Awareness is aroused on the part of the 
child, and he in turn begins to react to his 
primary symptoms. The condition is no longer 
in its primary phase; the child begins to force 
and struggle with the speech attempt, and sec- 
ondary symptoms develop. 

Easily recognizable features of secondary 
stuttering, in contrast to the primary stage, are 
most frequently found in adolescents and adults, 


. but the condition may quite often occur early in 


childhood. Essentially the secondary stage is 
characterized by acute awareness and anxiety 
on the part of the individual concerning his 
speech difficulty. Forceful and laboured articula- 
tion is evident, and concomitant movements in- 
volving the body and limbs are prominent fea- 
tures of the speech attempt. Most of us are 
familiar with these symptoms that form so large 
a part of the stutterer’s abnormality. We look 
with amazement and sometimes with embarrass- 
ment at the stutterer who displays facial 
erimaces, protrudes his tongue, shakes his head, 
stamps his feet and repeats his words over and 
over again like a broken gramophone record. 
These are the symptoms of well developed sec- 
ondary stuttering, but what are these symptoms, 
why does he do these apparently strange things 
that make him appear and feel so ridiculous? 
The writer, from his own experiences as a severe 
secondary stutterer for many years, and from 
his clinical experience with many similarly 
afflicted persons has had good reason to give 
this question much thought and study. 
Scientific studies to date show that secondary 
stuttering does not oceur haphazardly or in a 
random fashion, but is a form of learned anxi- 
ety behaviour—it is a form of response to 
disturbing stimuli. In 1937, Van Riper® demon- 
strated that the secondary symptoms of stutter- 
ing are in fact reactions on the part of the 
individual to minimize or disguise his primary 
speech difficulty. Careful observations have shown 
that. many of these secondary reactions are 
adopted originally by the stutterer as voluntary 
attempts on his part to minimize stuttering, but 
through constant usage have lost their voluntary 
nature and have become automatic habitual re- 
sponses, not only to the primary blocking, but 
to the fear of speaking in any situation that the 
patient considers difficult. Ultimately these very 
efforts of the stutterer to minimize his speech 
difficulty only add to the abnormality. 
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It is often a complicated problem to analyze 
these stuttering patterns of behaviour, but the 
nature of the mechanism involved in a large 
number of cases has shown that the secondary 
symptoms may be classified, according to the 
purpose they are intended to serve, into five 
main groups of devices: (a) avoidance; (b) 
postponement; (c) starting; (d) distraction, and 
(e) release devices. There are a great number of 
such devices and so it is not proposed to give 
details in this paper, but they may all be classi- 
fied under these headings. Once such an analysis 
has been carried out, however, the stutterer’s 
behaviour is no longer so bewildering, but is 
understandable in terms of symptom-devices. 
It should be pointed out that these various de- 
vices may manifest themselves in symptoms of 
purely vocal abnormality or in the form of 
somatic features such as facial grimaces and con- 
vulsive movements involving almost any part of 
the body. The stuttering symptoms, as mentioned 
previously, do not just occur in a haphazard 
random fashion, but form what are known as 
symptom-patterns, comprising a sequence of 
symptom-devices forming habitual habit-pattern 
responses that occur quite automatically in 
response to fear of speaking. 

A recent case will be quoted briefly to il- 
lustrate the symptom-analysis of a typical stut- 
tering problem: 


The patient, a young man 26 years of age, had stut- 
tered since the development of speech. Until the age of 
eight years or so he apparently displayed only primary 
symptoms; simple, easy, clonic spasms manifesting 
themselves in repetitions of sounds and words. Severe 
secondary symptoms, however, were evident by the age 
of 15, and when he presented himself for treatment at 
26 he displayed a most distressing form of stuttering. 

The spasms were frequent and severe in duration, 
some spasms lasting for eight seconds or so. Every initial 
attempt at speech resulted in the same spasm pattern. 
The patient would make a rapid repitition of the words 
‘*wellyousee, wellyousee’’, repeated as many as six or 
seven times, then a series of deep inhalations were made 
with mouth wide open (see Fig. 1). The actual word to 
be uttered was then attempted, but no vocalization re- 
sulted, the mouth would remain open and rapid clonic 
movements of the mandible together with eye closure 
would occur (see Fig. 2). Gradually the clonus would in- 
volve the whole head, the mouth would close, and a series 
of convulsive movements would continue for eight 
seconds or more (see Fig. 3) until finally a vocal explo- 
sion took place and the word was uttered or the patient 
gave up the speech attempt altogether in sheer exhaus- 
tion. 

As subsequent investigation and successful treatment 
demonstrated, the constant repetition of ‘‘wellyousee’’ 
was a starting device, a phrase which the patient 


originally adopted quite voluntarily as a means of ciart- 
ing his speech attempt. The mouth opening and series 
of inhalations were also starting devices which originated 
because as a child he had been instructed to ‘‘take a 
deep breath’’ before beginning the speech attempt. Both 
these devices had been practised assiduously, and had 





provided him with immediate though temporary relief 
until, through constant usage, they had become auto- 
matic responses to the speech attempt and the abnor- 
mality described above. 





Fig. 1 Fig. 2 


Fig. 3 


The clonic movements of the mandible and head were 
Release devices used only after an attempt at vocaliza- 
tion that failed. Originally this device consisted only of a 
slight lowering of the mandible to assist opening of the 
glottis and vocalization, but gradually a series of such 
movements were required in ever increasing severity in 
order to obtain release, but these efforts only contributed 
to the difficulty and increased the duration of the spasms. 

From special studies in progress it is known in this 
ease that during a typical spasm the hypopharynx was 
closed up completely by posterior movement of the tongue, 
epiglottis and adjacent structures, and that struggle re- 
actions in ever-increasing frequency and severity became 
necessary in order to obtain release. As a result of this 
research project at present in process we hope to be able 
to publish more revealing information concerning the 
nature and mechanism involved in these stuttering 
spasms. Meantime, the indication is that these habitual 
and sometimes quite conscious struggle reactions con- 
tribute a great deal to the stutterer’s difficulty and 
abnormality. 


Examined in this manner the nature of 
secondary stuttering takes on a new meaning— 
it becomes at least a comprehensible problem 
that can be approached in a logical and 
systematic fashion. In the last analysis it is an 
anxiety problem, but a rather special type of 
anxiety problem. It is a psychosomatic disorder 
and a self-perpetuating one. Perhaps the best 
definition is that proposed by Johnson® who 
suggests that stuttering is “An anticipatory, 
apprehensive, hypertonic, avoidance reaction”’. 
Such a definition of course requires further 
explanation and ean only be correctly under- 
stood when considered in the light of the de- 
tails explained in this article. In other words 
this definition is pointing out that stuttering 
is what the stutterer does in (a) anticipation of 
stuttering, (b) apprehension and resulting fear 
and anxiety concerning the anticipated event, 
(c) tension as the result of the anxiety, and (d) 
attempting to avoid the occurrence of stutter- 
ing. 
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An attempt has been made in this article to 
limit the discussion to the bare essentials neces- 
sary to enable the reader to grasp the approach 
to the problem. It is practically necessary to 
stop with this, or expand the discussion con- 
siderably, except that we would like to empha- 
size the implications for purposes of diagnosis 
and treatment. It will be readily realized of 
course that great care must be exercised in 
differentiating between the primary and 
secondary stages of the disorder because treat- 


ment of the two conditions calls for an entirely | 


different, if not quite contrary approach. It 
will be appreciated that misdiagnosis may lead 
to incorrect treatment and such may have 
serious consequences. It must be emphasized, 
of course, that the secondary stutterer’s diffi- 
culty goes beyond the executive mechanism of 
speaking, and correct treatment procedure 
takes cognizance of both the physiological and 
psychological factors involved. It is frequently 
obvious, of course, that personality difficulties 
constitute a part of the secondary stutterer’s 
problem, but it is by no means so obvious that 
these factors are always of etiological signifi- 
eance. 

It is not difficult to realize that emotional 
factors may equally well be the result of stut- 
tering rather than the cause of it, but in any 


LA SYMPTOMATOLOGIE ET 
L'EVOLUTION DU BEGAIEMENT 


E. Douglass, L.C.8.T.(Eng.) 
Toronto, Ont. 


L sera question ici de bégaiement proprement 
dit, plut6t que de balbutiement qui n’est qu’un 
défaut d’articulation. Bégayer consiste surtout a 
hésiter devant certaines syllabes, ou a les répéter 
plusieurs fois de suite. 

La pathologie du langage n’offre guére de 
sujet plus difficile que le bégaiement. II] existe 
14-dessus une littérature abondante mais qui ap- 
porte peu de précisions scientifiques sur la ques- 
tion. Ses causes en restent obscures, et méme les 
symptomes ont recu les interprétations les plus 
diverses, voire absurdes. Notre but n’est pas d’en 
faire une étude critique mais traiter tout simple- 
ment de la facon que l’affection se développe et 
se manifeste, n’abordant ici les complexes ques- 
tions d’étiologie que dans la mesure ou elles 
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event such psychological difficulties do function 
as maintaining causes of stuttering and must 
therefore receive attention. There is much evi- 
dence to indicate, however, that psychotherapy 
alone is not sufficient for the treatment of 
stuttering. Freud’? is reported to have stated 
that except in rare instances psycho-analysis 
is not able to effect a cure in stuttering, and 
many other workers have made the same con- _ 
tention. Certainly our experimental and clinical 
experience supports the view that both aspects 
of the condition (physiological and psychologi- 
cal) must be attacked for the most satisfactory 
therapeutic results in the treatment of second- 
ary stuttering. 


The author wishes to acknowledge his debt to Dr. 
Charles Van Riper and Professor Wendell Johnson from 
whose published works he has, with their permission, 
quoted: so liberally. 
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serviront 4 éclaircir les problémes actuels. 
D’aprés la plupart des experts, le bégaiement 
affeecte la population dans la proportion assez 
fixe de 114%, au Canada aussi bien qu’ailleurs. 
Plusieurs savants allemands ont été les pre- 
miers a essayer d’enregistrer les symptdmes du 
bégaiement, mais abandonnérent bientot leur 
projet parce qu’on avait tendance a diagnos- 
tiquer bégaiement tout ce que le bégue faisait, 
@ partir des mouvements convulsifs des extré- 
mités jusqu’aux changements vaso-moteurs. Or 
comme deux bégues ne bégaient pas exactement 
de la méme facon, la tache s’avéra impossible. Il 
est autant de symptoémes de bégaiement qu’il est 
de bégues. Quels sont done ces symptémes? 
Etudions la question 4 la lueur des découvertes 
scientifiques les plus récentes. Bluemel fut le 
premier 4 souligner qu’a ses débuts le bégaie- 
ment n’était pas le méme que lorsqu’il est net- 
tement constitué. Il démontra qu’au début le 
bégaiement était caractérisé par des spasmes 
toniques et cloniques des muscles de la parole, 
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ces spasmes se révélant par une prolongation et 
une répétition de sons, de mots et de phrases. 
Ces symptomes, il les qualifia de phase primaire 
du bégaiement; il en tout autre des symptémes 
secondaires, dont la description est faite plus 
loin. 

On peut observer le bégaiement primaire chez 
les adultes, mais il se rencontre surtout chez les 
jeunes enfants. Fait essentiel, le bégue primaire 
n’a pas ou peu conscience de son vice de langage, 
et il n’en éprouve certainement aucune anxiété. 
C’est sans effort ni diffieulté qu'il répéte et 
prolonge ses mots. On débat méme la question 
sil faut y voir la des signes de bégaiement ou 
non. Un‘auteur a fait remarquer que normale- 
ment au début de la vie la parole manque de 
fluidité et qu’en moyenne un enfant de 2 a 6 
ans se répéte environ 45 fois par mille mots. 
Il répéte des sons, des mots et des phrases, 
parsemant souvent son parler de sons acces- 
soires tels que “hum” et “ah”. Certains enfants 
semblent hésiter plus que d'autres, a tel point 
qu’on serait tenté de porter le diagnostic de 
bégaiement primaire. Wendell Johnson, une 
autorité en matiére de vice de langage, est 
cependant d’avis que de telles hésitations sont 
le complément normal des premiers essais du 
parler. I] définit le bégaiement un trouble 
“diagnosogénique’, ajoutant que ce n’est que 
lorsque les parents puis ensuite lenfant pré- 
sentent des réactions émotives a ces hésitations 
de parole que se constitue véritablement le bé- 
gaiement. A cet avis se range Curtis E. Tuthill, 
qui croit que le diagnostic varie d’un sujet a 
Vautre, que les interprétations d’un particulier 
peuvent varier méme d'un temps 4a l’autre. 

Cependant, nous ne pousserons pas plus loin 
la controverse, 4 savoir si l’on doive diagnos- 
tiquer bégaiement primaire ou hésitations du 
langage normal au début le parler désarticulé 
que l'on observe chez certains enfants. Le fait 
est que cette phase est souvent passagére, la 
maturation ne tardant pas 4 remettre les choses 
dans lordre. Quelquefois, cependant, les hé- 
Sitations continuent, se faisant méme plus 
fréquentes et plus graves. En face de cet 
enfant, les parents, les maitres de classe et les 
compagnons de jeu présentent des réactions 
émotives. Et cest alors que l’enfant devient 
conscient de son état, et 4 son tour commence 
a réagir en face de ces symptémes de début. 
Son état n’en est plus 4 sa phase primaire; 
Yenfant commence a faire des efforte, et c’est 
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ainsi que se constituent les symptoémes second- 
aires. 


Eneore qu’on les rencontre souvent tot 
durant l’enfance, c'est le plus fréquemment 
chez les adolescents et les adultes que se retrou- 
vent facilement les symptémes du bégaiement 
secondaire. Ce qui caractérise essentiellement 
cette affection, c'est que lindividu a une 
conscience trés nette de son trouble de langage 
et qu'il en est angoissé. L’articulation devient 
pénible et laborieuse, et effort qu'il fait pour 
parler met en branle son corps et ses membres. 
Nous avons tous été 4 méme d’observer ces 
symptémes qui font du bégue |’étre anormal 
qu'il est. Ce n'est pas sans étonnement ni méme 
parfois de géne que l’on regarde le bégue au 
masque grimacant, qui sort sa langue, secoue 
la téte, frappe du pied et répéte ses mots sans 
fin comme un disque de phonographe brisé. Tels 
sont les symptémes du bégaiement secondaire 
bien constitué, mais que sont ces symptédmes, 
pourquoi le bégue a-t-il ce comportement 
étrange qui le rend et le fait se sentir si ridi- 
cule? L’auteur—et, par une coincidence étrange, 
il en est de méme pour le traducteur—de cet 
article, lui-méme affligé pendant longtemps de 
bégaiement secondaire, du fait de sa propre 
expérience et de celle d'autres malades, a 
naturellement porté 4 cette question sympathie 
agissante en méme temps que mire réflexion. 

On sait aujourd’hui que le bégaiement 
secondaire n’est pas l’effet du hasard ni qu'il 
survient sans raison, mais qu'il est une forme de 
comportement relevant de l’anxiété,—e’est une 
sorte de réaction a des stimulus perturbateurs. 
En 1937, Van Riper prouva que les symptomes 
secondaires du bégaiement n’‘étaient autre 
chose que des réactions de la part de l’individu 
pour déguiser ou réduire au minimum son dé- 
faut primaire de langage. A cette fin le bégue 
fait des efforts volontaires, sortes de réactions 
secondaires qu'il fait siennes dés les débuts, 
mais qui finissent par perdre leur caractére 
volontaire et deviennent a la longue des ré- 
actions automatiques organisées, en face non 
seulement de l’obstruction primitive mais aussi 
de la crainte qu'il éprouve de parler dans toute 
situation qu'il juge embarassante. Et, par le 
fait méme de ces efforts pour minimiser ses 
difficultés, il ne réussit finalement qu’a faire 
ressortir davantage son infirmité. 


Il n’est pas facile d’analyser ces comporte- 
ments variés du bégaiement mais pour toutes 
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fins pratiques, et tenant compte des buts qu‘ils 
se proposent, les symptOmes secondaires com- 
prennent généralement cing groupes de moyens 
ou dexpédients grace auxquels le bégue 
compte: a) éviter, b) différer, ¢) amorcer ses 
propos, d) sen libérer et e) se soustraire a 
l'attention. I] n’y a pas de place ici pour énumé- 
rer, en dehors de ces cing cas, tous les moyens 
que le bégue prend pour faire face a ses dif- 
ficultés. Envisagé sous cet angle, son comporte- 
ment ne semble plus aussi étrange. A souligner 
que ces réactions de défense peuvent se mani- 


fester par des signes d’anomalie purement’ 


voeale ou sous forme de symptoémes somatiques 
tels que grimaces faciales et mouvements con- 
vulsifs intéressant 4 peu prés n’importe quelle 
partie du corps. Redisons que les symptoémes 
du bégaiement ne sont pas l’effet du hasard 
mais forment bien des symptémes-types qui 
englobent une succession de réactions défen- 
sives que lhabitude a bientét fait d’ériger en 
réflexes automatiques devant la crainte de la 
parole. 

Citons briévement un cas récent dont 
l'analyse des symptomes illustre bien le proble- 
me d'un bégaiement typique: 


Le patient, un jeune homme de 26 ans, était bégue 
depuis qu’il avait commencé & parler. Jusqu’é l’age de 
huit ans environ, ses symptémes n’avaient par paru dé- 
passer la phase primaire, simples spasmes cloniqes se 
révélant par la répétition de sons et de mots. A 15 ans 
cependant, des symptoémes secondaires graves apparurent, 
si bien qu’ajourd’hui, au moment ow il vient se faire 
traiter, il est affligé d’une forme de bégaiement des 
plus pénibles. : 

Fréquents étaient ses spasmes, dont quelques-uns 
duraient pendant huit secondes et plus. Le méme type 
de spasme marquait chaque tentative initiale qu’il 
faisait pour parler. Aprés avoir répété rapidement, six 
ou sept fois, ces mots ‘‘bienvousvoyez, bienvousvoyez’’ 
il faisait la bouche grande ouverte une série d’inspira- 
tiones profondes (voir Fig. 1). Il tentait ensuite de 
proférer le mot qu’il voulait mais sans y parvenir, et 
il restait bouche bée, les yeux clos et la machoire par- 
courue de rapides mouvements cloniques (voir Fig. 2). 
La bouche fermait, et ces mouvements convulsifs gag- 
naient peu & peu la téte, persistant pendant huit secondes 
ou davantage (voir Fig. 3) jusqu’aé ce que le mot enfin 
sortit, faisant explosion pour ainsi dire, ou que le sujet, 
complétement exténué, abandonna toute tentative de 
parler. 

Comme il apparut par la suite et le traitement ré- 
ussissant, cette constante répétition de ‘‘ bienvousvoyez’’ 
était un expédient pour amorcer la phrase, un moyen 
que le sujet avait concu de son plein gré. Il en était de 
méme pour la fagon qu’il avait d’ouvrir la bouche et de 
pratiquer une série d’inspirations, obéissant ainsi a cette 
consigne qu’on lui avait faite enfant de ‘‘prendre un 
long respire’’. Assidument il avait mis ces deux conseils 
en pratique et il s’en était senti soulagé sur le fait, 
jusqu’au jour ou, d’en avoir trop usé, ils n’avaient du 
fait de leur automatisme que servi & aggraver son 
infirmité. 

Les mouvements cloniques de la mifchoire et de la 
téte étaient des moyens de reldchement dont il se servait 
aprés avoir échoué dans une tentative de parjer. A 
l’origine il ne s’agissait que de baisser légément la 
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machoire pour aider la glotte & s’ouvrir et les mots 4 
sortir, mais ce relachement ne devant se produire 
qu’aprés une série de mouvements de plus en plus énergi- 
ques, il advint que de tels efforts ne faisaient qu’aug- 
menter les difficultés et durer le spasme. 

En faisant une étude plus poussée de ce cas on sait 
qu’au cours d’un spasme typique l’hypopharynx se 
fermait complétement par un mouvement en arriére de 
la langue, de 1’épiglotte et des structures adjacentes, et 
que pour en obtenir le reléchement il fallait y opposer 
des efforts sans cesse plus répétés et violents. A la suite 
des travaux de recherches actuellement en cours, nous 
espérons pouvoir publier des précisions plus concrétes 
sur la nature et le mécanisme de ces spasmes du bé- 
gaiement. Il apparait cependant que ces réactions dé- 
fensives habituelles et parfois tout & fait conscientes 
contribuent pour une large part 4 faire du bégue 1’étre 
anormal qu’il est. 


Envisagée ainsi la nature du _ bégaiement 
secondaire prend une signification nouvelle — 
elle devient au moins un probléme compré- 
hensible qui peut étre abordé d’une maniére 
logique et systématique. Au fond c’est un prob- 
léme d’anxiété mais d’un type plutét particulier. 
C’est un trouble psychomatique, qui se perpétue 
lui-méme. Johnson en donne la définition sui- 
vante qui semble la meilleure, 4 savoir “une 
réaction hypertonique de défense, faite en ap- 
préhension et en anticipation”. Un telle dé- 
finition restera incomprise si l’on ne tient pas 
compte des particularités qui ont fait jusqu’ici 
le sujet de cet article. En d'autres termes elle 
souligne que bégayer c’est faire ce que le bégue 
fait lorsqu’il a) anticipe son bégaiement, b) en 
ressent a l’avance de la crainte et de l’angoisse, 
ec) se raidit devant l’obstacle et d) s'efforce de 
léviter. 

Nous nous sommes restreint ici 4 limiter le 
sujet & des données essentielles afin que le 
lecteur soit en mesure d’aborder le probléme. 
Il faut en rester 14 ou alors donner libre cours 
a la discussion; nous aurions cependant voulu 
souligner la portée du probléme pour ce qui 
a trait au diagnostic et au traitement. On aura 
sans doute compris combien il est important de 
faire la distinction entre les phases primaire et 
secondaire du bégaiement, car dans les deux cas 
le traitement comporte des directives entiére- 
ment différentes, pour ne pas dire tout a fait 
opposées. Un diagnostic erroné, commandant un 
traitement fautif, aura de sérieuses conséquen- 
ees. On retiendra surtout que les troubles du 
bégaiement secondaire dépassent le facteur pure- 
ment mécanique du langage, et qu‘il ne saurait 
étre question de traitement rationnel si l’on ne 
tient pas compte des facteurs physiologiques et 
psychologiques impliquées. Il est de toute évi- 
dence que les troubles de la personnalité font 
partie du probléme du bégue secondaire, mais 
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qu ils en constituent la cause est un point qu'il 
reste a débattre. 

En effet, on réalise sans peine que les facteurs 
émotionnels peuvent aussi bien étre les effets 
que les causes du bégaiement, quoi qu'il en soit 
il faut en tenir compte du fait qu’ils servent a 
entretenir ces causes. Au reste il ne manque pas 
de preuves pour dire que la psychothérapie ne’ 
peut a elle seule guérir le bégaiement. D’aprés 
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Freud, la psychanalyse n’y peut parvenir, sauf 
en de trés rares cas, et ec’est aussi l’avis de 
nombreux autres savants. I] ressort enfin de nos 
propres expériences et de nos études cliniques 
que les deux aspects du probléme, physiologiques 
et psychologiques, doivent étre abordés de front 
si lon veut que le traitement du bégaiement 
secondaire donne les résultats les plus satis- 
faisants. 





THE DIAGNOSIS OF EARLY CANCER 
OF THE LARGE BOWEL AND RECTUM* 


Norman A. McCormick, F.A.C.R., 
F.R.C.S. (Edin.) 


Windsor, Ont. 


ORE cancers originate in the ecexeum, colon, 
and rectum than in any other system of the 
body! (Fig. 1). These are the most frequently 
occurring cancers in men and, outnumbered in 
women only by cancers of the breast and uterus, 
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they bring death to more than 800 people in 
Ontario annually and are responsible for 15% 
of all cancer deaths. Changes in the concept of 
operability of colon and rectal cancers and a 
lessened operative mortality, with improved 
five-year survival rates impose forcibly upon us 
a responsibility for their early recognition and 
adequate treatment. 

In the past 14 years 3,605 patients suffering 
from cancer have been admitted to the Neo- 
plastic Service of the Metropolitan General Hos- 


* Presented before the Seventieth Annual Meeting of 
the Ontario Medical Association, Ottawa, May 17, 1950. 


pital in Windsor ; 277 of these had eancer in the 
large bowel or rectum. The 5% of cancer pa- 
tients having carcinoma of the rectum represent 
a nearly correct picture of the frequency of this 
disease, but for various reasons we have not 
drawn as large a proportion of patients with 
eaneers of the colon (Fig. 3). Cancer arises 
predominantly in the left half of the colon or 
rectum and it should be emphasized that 70% 
of all cancers of the bowel are within reach of 
the sigmoidoscope.? 


AGE DISTRIBUTION 187 CASES 
CANCER OF RECTUM * 
” 55 
47 





50-59 60-69 


40-49 70-79 80-89 90 over. 


RANGE 30 - 97 YEARS 
Fig. 2 
Males predominated in the proportion of three to two. 


Prior to the establishment of the Neoplastic 
Service in 1936, 9% of the patients admitted to 
the hospital with cancer of the rectum were 
operated upon. Between 1936 and 1939, 40% of 
these cancers were removed. Since January 1, 
1944, 72% of all those seen have been resected. 
Despite the increased proportion of patients 
undergoing operation, with the accompanying 
problems resulting from inclusion of many poor 
risk individuals and those with far advanced 
lesions, the hospital mortality following resec- 
tion has decreased from 40 to 3% for the last 
five years; 52% of the patients who have had a 
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Fig. 3.—The proportionate distribution throughout 
the cecum and colon is typical, but an unusually large 
number of patients have been treated for cancer of the 
rectum. The normal incidence of colon and rectal 
cancer is in about the proportion of two to one. 
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situation; 60% of the cxeal cancer patients, 
37% of those with cancer of the sigmoid, and 
47% of those with cancers of the remainder of 
the colon had a resection. The hospital mor- 
tality was 10%; 57% of those who survived 
the operation are alive and well for periods 
extending from three to six years. With the 
increased operability we look for a consider- 
ably better showing from patients who have 
been operated upon within recent years as im- 
provements in survival rates have been re- 


ported by many authors. 


Unfortunately our educational program has 
not been entirely successful. In 1943 we re- 
ported that our average patient suffered from 
symptoms of cancer of the rectum for five and 
one-half months before he was under treat- 
ment.’ In recent years the lapse of time from 
first symptom to the institution of treatment 
has lengthened to twelve months (Table II). 

As shown in Table III the patient is only 


TABLE I. 


CANCER OF THE RECTUM 








Number of patients 

undergoing resection 

Prior to May, 1945............ 52 
Between May, 1945 and 

May, 1947 28 





Number of patients 
treated for cure by 
irradiation. 





Prior to May, 1945 
(Tumor dose 4,000r or greater ) 13 





resection have lived for five or more years 
(Table I). 

Although we have come to look upon cancer 
of the rectum as a curable disease, it is not yet 
generally appreciated that the patient with 
cancer of the colon has an even more favour- 
able prognosis. Cancers are being removed that 
would, a few years ago, have been considered 
inoperable. The operative mortality has de- 
clined. Two and three stage operations have 
been practically abandoned, except in patients 
with complete and otherwise unrelievable 
obstruction. The resections are considerably 
more extensive than formerly and care is taken 
to perform a wide dissection of the adjoining 
lymphatie and mesenteric tissues, procedures 
seldom accomplished by the Mikulicz type of 
operations. 

Our series is too small to be of real signifi- 
cance and is not a true reflection of the présent 


Hospital 
deaths 


8 17 0 


Died of — Died of intercurrent 
cancer disease 


Alive and well 


27 at 5 years =52% 


1 7 4 16 at 3 years=57% 


—) 








———- 


10 3 at 5 years =23% 


partially responsible for this delay. 

Rather disconcertingly, we find that our phy- 
sicians have not used the same diligence in 
discovering the cancer as formerly. During and 


TABLE II, 


Lapse or Time AFTER First SymMpToM BEFORE 
TREATMENT OF CANCER OF RECTUM 


1936 1944 1947 
to to to 
1943 1946 1949 


Less than 1 month... 13% 8% 
1 to 3 months 26% 15% 
3 to 6 months...... 16% 13% 
Less than 6 months 55% 36% 
6 to 12 months..... 16% 25% 
1 to 2 years 16% 
Over 2 years 
Over 6 months 
Time lost for the 

average patient 

Median) : 9 12 

months months 


~ 





9.5 months 
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Taste III. 


Lapse oF Time Arter First Symptom REFERABLE TO 
CANCER OF THE RectuM BeroreE First MEpDICAL 
CONSULTATION 
PATIENTS’ RESPONSIBILITY 











1936 1944 
to to 
1943 1949 
MIN 5 565.5 hss 88s Be Pe se 7.5 10.4 
months months 
PROUTAG coo a es Be a ae 5.0 8.0 


months months 


immediately after the latter part of the war 
years, time lost by physicians in making the 
diagnosis of cancer of the rectum on the 
average patient increased from a period of less 
than two weeks to two months. Happily, there 
has been noticeable improvement recently and 
the members of the medical profession are now 
referring the average patient in less than one 
week. Nevertheless, one-third of these people 
are not being given treatment for their cancer 
within three months of the time they first 
sought aid (Table IV). 


TABLE IV. 


Lapse oF Time AFTER First MeEpIcAL CONSULTATION 
AND, INSTITUTION OF TREATMENT FOR CANCER OF THE 
REcTUM 


PHYSICIANS’ RESPONSIBILITY 








1936 1944 1947 
to to to 
1943 1946 1949 
Less than 1 week............ 49% 17% 59% 
i... re 23% 22% 3% 
RP ee eee 8% 15% 6% 
Rs ond dds oc Benas 9% 10% 11% 
SOO MOMEHR Ss. oss 5 cc.cs os 5% 10% 3% 
OP Ee ss 5b bok wees 1% 2% 6% 
12 to 60 months............ 5% 24% 12% 
Ouse 3 memine.: . . .5 6.52.55: 20% 46% 32% 
RGN GUE 6s bg vs A xa 2.5 6.6 3.3 
months months months 
Median delay.............<. Less 2 less 
than 2 months than 1 
weeks week 


ama! 
Less than 6 weeks 





Much effort is being expended in an en- 
deavour to encourage the patient to report all 
unusual symptoms to his own physician for 
advice and care and the medical profession 
must justify the patient’s confidence and detect 
these growths in their earliest possible stage. 


SYMPTOMS 

Early recognition of cancer in any organ is 
delayed because cancer is in itself symptomless. 
The only present hope for detection in the 


McCormick: CANCER OF BOWEL 





405 


earliest stages is by methodical and carefully 
performed physical examination. Later, when 
the patients’ symptoms appear, they are 
brought about either by mechanical interfer- 
ence with the normal function of the organs 
involved due to the physical size of the tumour, 
or by an ischemic necrosis and ulceration fol- 
lowed by bleeding and discharge. Almost in- 
variably those of us who work with cancer are 
told by the patient that his condition was 
deemed of minor importance because there was 
no pain. Fortunately, cancers of the large 
bowel are frequently still amenable to treat- 
ment many months after reaching the stage in 
which symptoms appear and it will be at this 
time that most patients present themselves. 


The symptoms caused by any cancer ean be 
best understood if one recalls the nature of the 
tumours prone to occur in any particular region 
and correlates this with a knowledge of the 
normal structure and physiology of that area. 

Right colon.—Caneers in the eexeum and right 
colon are most often proliferative, soft, and 
bulky growths. The lumen of the bowel is large 
and its contents are fluid. We would not expect 
much, if any, mechanical interference, and ob- 
struction is not an important factor in prompt 
diagnosis. The tumour, however, is subject-.to 
early necrosis, and ulceration and bleeding 
ensue. By the time this blood is evacuated it 
will be well mixed with the stool and is usually 
invisible or dark in colour. Rarely, if ever, is 


‘cancer present in the right colon without the 


occurrence of obvious or chemically detectable 
blood in the stool. The patient frequently suf- 
fers a vague dyspepsia with some pain and 
soreness, nausea, eructation of gas, fullness 
after meals, and lower abdominal distension. 
He is not uncommonly operated upon for sub- 
acute appendicitis or cholecystitis. The tumour 
rapidly becomes infected and the signs and 
symptoms of such infection become manifest. 
Not infrequently an unexplained anemia de- 
velops from the general intoxication, accom- 
panied by weakness, weight loss and malaise. 
The symptoms become aggravated as the infec- 
tion and tumour infiltrate the bowel wall and 
involve the serosal surfaces: peritoneal irrita- 
tion causes fever, more pain, tenderness and a 
leukocytosis. Perforation and abscess forma- 
tion may result. These soft tumours are seldom 
palpable until tender areas of infection 
dominate the picture. By the time of admission 
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all our patients complained of pain in or about 
the cxeal area and this preceded all other 
symptoms in 14 of the 16 eases. 

Left colon.—The diameter of the colon pro- 
gressively decreases until its narrowest point 
is reached in the sigmoid area. The character 
of the growth customarily alters, and instead 
of the bulky, proliferating, infected tumours, 
typical of right colonic lesions, we are apt to 
find small, hard, fibrotic, annular, constricting 
cancers; these growing in the already narrowed 


lumen of the bowel, which now contains solid .: 


or semi-solid fecal matter, tend to cause an 
early obstruction. Even though proliferative 
tumours occasionally do appear in the left 
colon, the nature of the fecal stream is such 
that obstructive symptoms develop. These 
manifest themselves to the patient as a pro- 
gressively increasing constipation. Discharge 
from the tumour is noted in the form of blood 
and mucus. The blood may be bright or dark, 
and is scattered in or on the stool and the pa- 
tient often experiences an ill-defined lower ab- 
dominal discomfort. 

As the disease progresses he suffers a loss of 
appetite and weight and is likely to be nauseated. 
Increasing obstruction creates borborvgmus, ac- 
tive peristalsis, flatulence, and colicky pain. A 
chronic lowering of the patient’s resistance 
supervenes along with progressive dehydration 
and intoxication. 

Rectum.—Bleeding was the most commonly 
observed first symptom in the patients with 
cancer of the rectum (Fig. 4). A mucous dis- 


FIRST SYMPTOM OF CANCER OF RECTUM 
33% 
28% 


Pain 
discharge 
tenesmus, etc. 


Diarrhea Constipation 


Fig. 4 


Bleeding 


charge from the tumour was habitually described 
as diarrhea. Neoplasms in the upper rectum are 
frequently constrictive and give rise to constipa- 
tion and a narrowed stool; when situated near 
the sphincter expulsive efforts cause character- 
istic tenesmus. Growths located near the anal 
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margin, or those extending through the bowel 
wall produce pain. By the time of admission, 
81% of the patients were noticeably bleeding, 
59% complained of tenesmus, and 45% of diar- 
rhea. Pain, discharge of mucus, sense of full- 
ness, obstruction with narrowed stool, a pro- 
lapsing mass and loss of weight and weakness 
were features of some of the cases. 


DIAGNOSIS 

Rectum.—The importance of obtaining a re- 
liable history is indicated by the discussion of 
the symptoms of this disease and by the realiza- 
tion that if the patient is seeking consultation 
beeause he thinks there is something wrong, he 
will have one or more perfectly definite and 
alarming symptoms, and in most instances will 
be bleeding or complaining of rectal difficulty. 

While one may detect cancer occasionally in 
an unprepared rectum, it is absolutely impossible 
to eliminate the likelihood of cancer being pres- 
ent in a patient whose bowel has not been 
properly evacuated, and the next step in making 
a diagnosis is to insist that the patient’s bowels 
have been properly prepared. 

With a satisfactory history and a properly 
prepared patient one should make a thorough 
physical examination. Not only does one thus 
obtain knowledge of the patient’s general well 
being, but on occasions, unfortunately usually 
in the advanced cases, definite findings refer- 
able to the disease are discovered. One of our 
patients came because of a mass in her ab- 


CANCER OF RECTUM ON ADMISSION 


100% 
91% 


BLEEDING DIARRHOEA TENESMUS 


Fig. 5 


PALPABLE 


domen, found to be a greatly enlarged liver, 
others for relief of their bowel obstruction, one 
because of severe intractable anemia, ete. 
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The local examination in women should al- 
ways commence with the vagina. It frequently 
is possible to obtain considerably more informa- 
tion about a rectal cancer from a vaginal exam- 
ination than by an examination of the rectum 
proper. The patient is more commonly relaxed 
during vaginal examination and one often gets 
a better idea of the size of the tumour and of 
its upper limits as well as the degree of any 
involvement of the genital’ structures that may 
exist. Digital examination should follow and is, 
of course, the most important single procedure 
in making the diagnosis; in 91% of this series 
of patients with cancer of the rectum and recto- 
sigmoid the growth was palpable to the examin- 
ing finger (Fig. 5). Failure to make a digital 
examination was almost invariably the cause 
of a delay in diagnosis. Digital examination 
may be performed most advantageously either 
with the patient’s feet in stirrups or in the 
. recumbent position. The knee-chest position 
should not be used except for low lying 
growths, as tumours near the pelvic floor, 
otherwise readily palpable, are prone to fall 
out of the pelvis in this position and escape 
detection. Exploration of the entire circumfer- 
ence of the bowel is necessary. The findings 
vary somewhat with the type of lesion. Mucoid 
carcinomas have a soft consistency. If the 
growth is of the annular, constricting type, the 
hard infiltrated wall and sometimes the crater 
of the ulceration can be felt. In more sclerotic 
forms one feels only an obliterating ring. In 
the papillary type a soft mass projects into the 
lumen of the bowel with little or no fixation in 
the early stages. The presence or absence of 
blood on the examining finger should be noted. 
Digital examination also gives some clue to the 
extent of the disease and its operability, and 
any gross perirectal adenopathy or extrarectal 
induration can be detected. The importance of 
digital examination, however, lies not so much 
in the precision with which it is performed as 
in not omitting it. 

The sigmoidoscope has proved a very useful 
instrument in examining for rectal cancer, all 
of the tumours in this series having been readily 
demonstrated by this means. This is an office 
procedure for which no anesthetic is required. 
‘For those cancers beyond reach of the finger 
sigmoidoscopy is of the utmost importance. 
This examination is essential for the differ- 
ential diagnosis of lesions situated in the lower 


part of the bowel. The visual findings in the 
presence of cancer are quite characteristic and, 
as a rule, permit one to definitely establish the 
nature of the disease. To safeguard the inter- 
ests of both surgeon and patient, a confirmatory 
biopsy should be taken of any suspicious area. 
With suction apparatus available and proper 
instruments, this can be obtained without diffi- 
culty in a few moments. Histological examina- 
tion by a competent pathologist of several 
specimens taken from the margin or base of 
the lesion is a valuable means of differentiating 
between a benign and malignant polyp. As 
stated, 70% of cancers of the large bowel are 
within reach of the sigmoidoscope. 

X-ray investigation plays no part in the diag- 
nosis of cancer of the rectum. A barium enema 
is not only unnecessary but is often misleading. 
Unfortunately there is still a tendency to refer 
all patients with symptoms referable to the 
large bowel for an x-ray without making any 
other examination. Not infrequently, readily 
palpable tumours are missed by the roentgen- 
ologist, with a resultant false sense of security 
and the consequent loss to the patient of many 
valuable months. This unfortunate happening 
not only prejudices the patient's chance of 
cure, but leads him to blame his physician for 
failing to find his cancer and has frequently 
resulted in his transferring to another doctor. 
With the diagnosis established, however, x-ray 
examination may at times be useful in deter- 
mining the extent of bowel involvement and 
the presence or absence of multiple lesions. 
Under all other circumstances the barium 
enema should be reserved for investigation of 
the upper portions of the large bowel in those 
patients in whom rectal cancer has been proved 
absent. In reporting upon their investigations 
by barium enema the radiologists in Windsor 
add that their examination does not preclude 
the possibility of a cancer being present in the 
rectum. 

Cxecum and right colon.—Having found no 
cancer in the rectum by these means, attention 
is directed to the large bowel. A familial 
history of cancer or polyposis is significant. In 
taking the personal history one should care- 
fully inquire for the slightest disturbance in 
bowel function. The general condition of the 
patient should be noted and especially the 
presence or absence of anemia. In the begin- 
ning of the disease there will be no local find- 
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ings, but by the time he seeks advice for his 
symptoms, 50% of the patients with cancer 
will have a palpable and perhaps tender mass. 
The presence of cancer in the cecum ean be 
eliminated with reasonable certainty, if there 
is no occult blood in repeated examinations of 
the stools of patients on meat free diets. Care- 
iul roentgenological study, both fluoroseopically 
and radiographically, by a well qualified radio- 
jogist should be made during and after admin- 
istration of a barium enema. The nature of the 


growth and the anatomy and physiology of the-- 


bowel at this site make it difficult to demonstrate 
an early cancer by this means, but more advanced 
lesions are readily detectable. Occasionally a 
double contrast enema performed by injecting 
air into the bowel following evacuation of the 
barium, will show a cancer in this area. 

Léft colon.—Inquiry should be made for the 
same familial history of cancer or polyposis. 
Investigation of the personal history for 
disturbances of bowel function as enumerated 
and especially increasing constipation is car- 
ried out. The general condition of the patient 
is ascertained and any local findings elicited. 
Questioning and search are made for the all 
important rectal bleeding, and a barium enema 
is given. 

The barium enema is probably the most 
significant part of the investigation, but ac- 
curate interpretation of the roentgenologist’s 
report should be made by the clinician in light 
of his other knowledge of the patient. 


For example, a radiograph taken after evacuation of 
the barium showed multiple diverticuli of the sigmoid in 
a man 39 years of age; his history and physical findings 
were those of an acute inflammatory process. There was 
no blood in repeated examinations of the stool. Despite 
a family history of cancer of the colon, a diagnosis of 
diverticulosis with diverticulitis was made: he under- 
stands the nature of his condition and is being kept 
under observation. Radiographs of another patient, how- 
ever, also showed a diverticulosis of the colon. Four 
months after the pictures were taken I was asked to see 
the patient: we found occult blood in the stool re- 
peatedly. Loath to accept the diagnosis of diverticulosis, 
a second barium enema was requested. The radiologist, 
after discussion, reported an annular carcinoma of the 
descending colon accompanied by diverticuli, and the 
clinical diagnosis of carcinoma of the sigmoid was 
verified at operation. 


Occasionally it is impossible even at opera- 
tion to differentiate between a diverticulitis 
and carcinoma of the sigmoid, especially if 
there has been a perforation and abscess forma- 
tion. In such eases an attempt should be made 
to resect the segment of involved bowel and 
the pathologist, who should always be present 
in the hospital under these circumstances, is 
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requested to perform a frozen section and 
examine the tumour microscopically while the 
patient is still on the operating table. If a diag- 
nosis of cancer is established, the surgeon im- 
mediately proceeds with a thorough and radi- 
cal resection of a larger segment of bowel and 
adequate mesenteric and lymph node removal. 


X-ray examination of a woman 70 years of age showed 
a circumscribed filling defect of the sigmoid and con- 
siderable distortion of the bowel, reported as being 
most likely due to cancer. Rectal bleeding had been 
noticed. Physical and sigmoidoscopic examinations were 
negative; the clinical diagnosis was carcinoma of the 


‘sigmoid. At operation a band of scar tissue was found 


to be sharply angulating the sigmoidal loop and im- 
mediately distal to this area a small, soft, and slightly 
movable mass could be palpated in the lumen of the 
bowel. The sigmoid was split and a benign polyp arising 
from a narrow base was removed. 


Not infrequently the x-ray department is 
asked to examine the stomach and intestine of 
a patient on whom they have no information 
and twenty-four hours later the patient de- 
velops a sudden and complete intestinal ob- 
struction. The entire colon above the sigmoid 
cancer becomes terrifically distended with gas, 
feces, and the barium injudiciously given by 
mouth, and despite all our efforts, the bowel 
perforates and he dies. We cannot emphasize 
too strongly that in the suspected presence of 
a large bowel tumour, x-ray examination with 
barium should first be made by rectal injection, 
rather than by mouth. 


SUMMARY 

1. Cancer of the large bowel is the commonest 
variety of cancer and accounts for 15% of all 
cancer deaths. 

2. The proportion of our patients receiving 
benefit of radical surgery for cancer of the 
rectum has progressively increased to the 
present operability rate of 72%. 

3. The hospital mortality has dropped to 3%, 
and 52% of all patients resected have lived for 
five or more years. 

4. Essentially similar results now prevail in 
those patients suffering from cancer of the 
colon. 

5. A small but definite number of patients 
with rectal cancer are amenable to cure by 
irradiation. 

6. Patients with cancer of the colon or 
rectum will commonly exhibit one or more of 
the following three symptoms, viz., bleeding, 
alteration in bowel function, and abdominal 
discomfort. : 

7. Obstruction of the large bowel usually 
means cancer. 
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8. Seventy per cent of the cancers occurring 
in the colon or rectum are either palpable to 
the examining finger or within reach of the 
sigmoidoscope. 

9. There is every reason to believe that the 
death rate from this disease can be appreciably 
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lowered with, as a result, noticeable improve- 
ment in the entire cancer picture. 
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BRONCHOGENIC CARCINOMA: ANALYSIS 
OF NINETY-FOUR CASES* 


John D. Stenstrom, M.D. 
Victoria, B.C. 


“THERE were 94 proved cases of bronchogenic 
carcinoma admitted to the hospitals in the 
City of Vietoria in the five year period 1945 to 
1949. The pathologic diagnosis was made by 
autopsy, biopsy or cytologic smear. Cases re- 
corded as bronchogenic carcinoma but not 
proved pathologically have not been included. 
There were 82 males and 12 females: 4 of the 
males were Chinese. The average age was 62 
years. About 70% of the cases occurred between 
the ages of 50 and 69 (Table I). 


TABLE I. 


BRONCHOGENIC CARCINOMA - 94 CASES 
AGE AND SEX-INCIDENCE 








82 Male—87%. 


12 Female—13%. 








IIS.) oe Sais aaa ek eee 62 years 
PRETO ee oe er rea 39 years 
sR Ror ree tere ae ee 83 years 
es. 3.5 4k ool owe ahead RE DRS ee 1% 
SUI Noo Se oi isa. ee a ee 9% 
5 ka ata Danaea ewe at aes eheal 21% 
ge hita's kl xg ocak Ween bata eee 52% 
IGS 5.5 5s cca Vik eM ere A nubs Be ete ae ael 14% 
TS 65.5055. ed be des aaa ate tee 3% 


73% of the cases occurred between the ages of 50 and 69. 





The site of origin of the tumour was de- 
termined in 76 cases (Table II). The right main 
bronchus was the commonest site, followed by 
the left upper and then the right upper lobe 
bronchi. The upper lobe bronchi accounted for 
36% of the total. 

An endeavour was made to determine the 
time interval between the appearance of the 
first symptom and the establishment of a patho- 
logic diagnosis. This is not very accurate for 
several reasons. Some of the histories were not 
detailed. In other instances it was obvious that 


*This paper was presented to: Regional meeting 
American College of Physicians at Winnipeg, Manitoba, 
February 10, 1950; Annual scientific session British 
Columbia Surgical Society at Victoria, B.C., April 28, 
1950. 
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TABLE II. 
SITE AND ORIGIN oF TUMOUR 





53 right—56% 


22 Stem-carina to M.L. opening.................. 23% 
I si bh ste nde ke kee ke OK ks Oneal 13% 
RSS ys ose xt ante obs So o<ae aes 2% 
Se AIRS a5. F<. 'o ace Kateine cies Poe aes Pa 5% 
IR aS sais 4.54% guns Sb bead ey eons 3% 
INI Soc has Sipe bed ade enh Pode ates 9% 
40 left—43% 

11 Stem-carina to U.L. opening.................. 12% 
PRS 965554.4'6:55.s SAG cadew aie teae eeee 16% 
ID is 9 4.0.4 y Gas sas bend hi ane ceadmecud 5% 
rum sa nce atch ad eae xd bxdeetees 10% 


1 Diffuse bilateral—1%. 

the patients had minimized the minor original 
symptoms in favour of the presenting symp- 
toms at the time of hospital admission. In still 
other cases the patients were too ill to record 
the times of appearance of symptoms. However, 
in 71 cases, it was possible to establish an_ap- 
proximate time interval (Table III). The 
average time between the first symptom and a 
positive diagnosis was 7 months. In only 30% 
was the diagnosis made within 3 months of the 
first symptom. By the end of 6 months only 
60% had a diagnosis. 

An attempt was made to determine the time 
interval between a positive diagnosis and death 
(Table IV). There were 11 cases living and 6 
cases unrecorded (discharged with no follow- 
up) leaving 77 known dead; 26% died without 
a pathological diagnosis; 51% died within 3 
months of diagnosis. 

A study was then made of the symptoma- 
tology with particular regard for the first 


TaB.eE ITI. 
TIME FROM First Symptom TO DIAGNOsIS 


23 Cases—unable to record— 
Longest—3 years. 
Shortest—1 week. 
Average—7 months. 
21 Cases under s miOmehe@.: .: ~~... cee ccc eee 
Fe) Cees te tO GO TI. kg co oi noe e Some te 
BE Cee OO Wh IS 6 oo. 3 oso ence Sense cence’ 15% 
14 Cases 9 to 24 months. 
3 <eeen O80 OS A: . js os cee ew. wk. 
30% diagnosed within 3 months of first symptom. 
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TABLE IV. 
TIME FROM DIAGNOSIS TO DEATH 





11 Cases—living. 
6 Cases—no record. 
77 Cases—known dead. 
20 Cases—diagnosis made at autopsy. 
39 Cases—died within 3 months. 
14 Cases—died 3 to 12 months. 
4 Cases—died 1 to 3 years. 
‘ = cases of proved bronchogenic carcinoma known to be 
ead. 
«1 cases or 51% died within 3 months after diagnosis was 
made. 





symptom (Table V). In this instance the same 


difficulties mentioned above were encountered. — 


In addition in some cases multiple symptoms 
occurred at the same time. In other cases the 
presenting symptoms were those of distant 
metastases. Cough, chest pain and shortness of 
breath were mentioned most frequently. 
Hemoptysis, “pneumonia” and “chest cold” 
followed. Loss of weight and strength, lack of 
energy, weakness, headache, pain in the back, 
fatigue, lump in the neck and hoarseness wére 
the initial symptoms in some patients. Loss of 
appetite, “failing health”, wheezing, malaise, 
pain in the shoulder, fractured hip and swell- 
ing of the face and neck also were less fre- 
quent early complaints. All the above symptoms 
occurred in various combinations with each 
other during the course of the disease. 

The records were studied with particular 
reference to past history of “chronic bron- 
chitis”. In 10 eases “chronic bronchitis” was 


TABLE V. 


First SYMPTOM 








7 cases—not recorded. 





Pain chest 

Shortness of breath 

hh i kde ot kasi c apaee eee made 
Pneumonia 
- Chest cold 

Loss—weight and strength 

Pain back 

ee Se eee eee Ey RE on Er 
Headache 

Lack of energy 

Lump neck 

Fatigue 

Hoarseness 

Loss of appetite 

Health failing 

Wheezing 


ist i a Bee Oe a ce ae ane ree 
Pain shoulder 

Fractured hip 

Swelling face and neck 


Other symptoms 
Not well; bouts of fever; indigestion. 


l Enlarging ,mass 
on head; night sweats and chills. 
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specifically mentioned as having been present 
for many years. There was one ease of con- 
comitant pulmonary tuberculosis with positive 
sputum in which bronchoscopy later revealed 
an associated advanced carcinoma. There were 
two other cases of suspected tuberculosis in 
which autopsy revealed only tumour. 

The status of the lesion at the time of death 
was studied (Table VI). There were 77 known 


TaBLeE VI. 


Stratus or LEsIoNn aT DEATH 


77 known dead. 


15 dead—status of lesion not known. 
10 —— metastases proved by biopsy prior to 
death. 
52 dead—autopsied. _ 
44 cases—Showed regional and/or distant metastases. 
8 cases—showed no spread. 


dead. In 15 the presence or absence of metas- 
tases was not proved. In 10 distant metastases 
were proved by biopsy of metastatic lesions 
prior to death. The remaining 52 known dead 
were autopsied; 44 showed regional and/or 
distant metastases; 8 showed no evidence of 
spread beyond the primary tumour. 

There were 37 cases in whom pulmonary re- 
section was considered (Table VII). In 14 


TaBLe VII. 
CONSIDERATION OF PULMONARY RESECTION 


37 Referred re possibility of resection. 
14 Thoracotomy not done because :— 
6—Poor physical condition. 
4—Demonstrable metastases. 
1—Patient refused. 
1—Inability to make pathologic diagnosis. 
1—Died before thoracotomy. 
1—Too old. 
23 Thoracotomy :— 
7—Inoperable. 
14—Pneumonectomies. 
2—Lobectomies. 


thoracotomy was not done for various reasons, 
the chief of which were poor physical condition 
and the presence of demonstrable metastases. 
In 23 thoracotomy was done; 7 were in- 
operable, 14 had pneumonectomy and 2 had 
lobectomy. There were no deaths in the 7 
thoracotomies. There were 6 deaths in the 16 
resections (Table VIII). 

On December 31, 1949, 11 patients were alive 
(Table IX); 4 were apparently well; one had 
a troublesome cough; 6 were dying. 

It is obvious from a study of this series of 
eases that the diagnosis of bronchogenic carci- 
noma is too long delayed. There are several 
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Taste VIII. 
OPERATIVE MorTALITY 





7 Exploratory thoracotomy—no deaths. 
16 Resections—6 deaths. 
2—broncho-pleural fistula. 
1—pulmonary embolus. 
1—Air embolus. 
1—hezmorrhage. 
1—Anoxia. 





factors involved in this delay. The patient tends 
to disregard the early cough and even hemop- 
tysis. The former is explained on the basis of a 
“eold” or from smoking. The latter is explained 
away on the basis of violent coughing or a 
“chest cold”. In some instances a heavy “chest 
cold” or “pneumonia” is treated at home with- 
out medical assistance. Partial recovery occurs 
and the victim continues to expect full re- 
covery. The cough and sputum of the chronic 
bronchitis may merge into the cough and 
hemoptysis of bronchogenic carcinoma with 
undramatie ease. 

The other important factor in the delay is 
the doctor who first sees and treats the patient. 
If substantial improvement in the cure rate is 
to come the time interval between the first con- 
sultation and surgery must be very substantially 
reduced. Improvement in the cure rate can only 
come when the patient is presented for pneu- 
monectomy while the tumour is still local. Early 
diagnosis is mandatory in order that the lung 
ean be removed at a sufficiently early time. There 
is general agreement now that there is consider- 
able hope for a patient with bronchogenic car- 
cinoma if it ean be diagnosed early enough for 
operation. 

What can be done to improve the situation? 
Carcinoma of the lung is not rare, not a curi- 
osity, but is a very common disease. It is prob- 
ably the most frequent cancer in man today, 
surpassing cancer of the stomach or colon. All 
physicians should appreciate this statistical fact 
and immediately suspect its presénee when con- 
fronted with the typical clinical syndrome. 


TABLE IX. 
STATUS OF THE LIVING 








. Carcinoma L.U.L., congestive failure, diabetes.. Ill 
. Carcinoma L.U.L., paralysis left phrenic nerve . Ill 
. Carcinoma R.L.L., with pleural effusion... .... Ill 
. Carcinoma R.L.L., with pleural effusion... .... Ill 
. Carcinoma R.U.L., thoracotomy—inoperable... Ill 


. 2 years, 4 months after right pneumonectomy.. . 

. 1 year, 2 months after left pneumonectomy... . 

. 2 years, after right pneumonectomy— 
troublesome cough. 

. 6 months after left lower lobectomy........... 

. 1 month after right pneumonectomy........... 


Well 


Well 
Well 


1 
2 
3 
4 
5 
6. Carcinoma R.U.L., thoracotomy—inoperable... Ill 
7 
8 
9 
0 
7 





Graham! who has had extensive experience 
stated: ““Whenever one is presented with a case 
of a male patient of middle age who has de- 
veloped an unexplained cough with sputum 
which is blood-stained, the chances are over- 
whelming that the patient has a bronchogenic 
carcinoma”. This statement which was made on 
a Statistical basis is correct. 

Probably the most important single factor 
leading to the early diagnosis is the appreciation 
of the frequency of the disease, its typical clini- 
cal syndrome, and its invariably fatal nature 
if untreated. Therefore, when one is presented 
with a patient who has suspicious symptoms of 
bronchogenic carcinoma, one must determine 
absolutely whether this lesion is present. 

Most earecinomas arise in the larger bronchi. 
It is either the gradual enlargement of the 
tumour within the lumen of the bronehus or 
stenosis resulting from infiltration of the wall 
which cause secondary changes in the lung that 
ean be detected by x-ray. Therefore, x-ray evi- 
dence is actually not early. Less frequently the 
tumour may infiltrate the lung parenchyma with 
little or no effect on the lumen of the bronchus. 
This is especially true if the lesion originates in 
one of the minor bronchi. When this occurs, the 
tumour is directly responsible for radiological 
findings. Graham!’ has stressed the point. “The.. 
x-ray cannot diagnose bronchiogenic carcinoma. 
It can only make us suspect a little more that 
the patient has a bronchiogenic carcinoma. It is 
impossible to diagnose bronechiogenie carcinoma 
from the x-ray alone”. One may have such a 
tumour with no x-ray evidence of its presence. 

Bronchoscopy is a very important means of 
diagnosis. However, a pathologie diagnosis is 
reached by this means in only about 65% of 
eases. The reason for this is that some tumours, 
particularly those located in the upper lobes and 
at the periphery are beyond the range of the 
bronchoscope. 

The examination of sputum and _ bronchial 
washings for cancer cells is also important and 
represents a great advance in the diagnosis of 
lung cancer. The microscopic interpretation re- 
quires considerable experience. There is a small 
percentage of false positive and false negative 
results. 

Exploratory thoracotomy is the next step. This 
should not be unduly delayed. It is stressed, 
however, that an intense application of the usual 
diagnostic measures be made in order to estab- 
lish a preoperative pathological diagnosis, as it 
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is frequently difficult or impossible to determine 
at thoracotomy whether or not the lesion is car- 
cinoma. There will remain, however, a consider- 
able number of patients in whom a pathological 
diagnosis cannot be made prior to operation. 
When the suspicion is strong, thoracotomy in 
most instances reveals the presence of broncho- 
genic carcinoma. 


SUMMARY 


Ninety-four cases of proved bronchogenic car- 
cinoma have been studied with regard to: (1) 
Age and sex incidence. (2) Time between first 
symptom and diagnosis. (3) Time between diag- 
nosis and death. (4) Consideration of surgery 
and results. 

The cure rate can be substantially improved 
only by earlier presentation of the patient for 
pneumonectomy. 

The diagnosis should be strongly suspected 
from the clinical history and substantiated by 
x-ray, bronchoscopy, cytologic studies and ex- 
ploratory thoracotomy. 
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DISCUSSION 

Dr. W. E. Harrison (Vancouver, B.C.): Dr. Stenstrom 
has given us a most interesting and instructive analysis 
of the cases of proved bronchogenic carcinoma in the 
Victoria district. The time interval between onset of 
symptoms and diagnosis is difficult to determine as has 
been stated. One reason for this is shown in the table 
recording the many presenting symptoms, a great number 
of which are not referable to the chest at all. Too fre- 
quently the presenting symptom is due entirely to a 
more or less distant metastasis when of course the hope 
of cure has gone. Secondary bronchogenic carcinoma oc- 
curring in the brain is so common that neurosurgeons 
when dealing with a suspected brain tumour, always in- 
sist on at least a chest x-ray and if suspicion is directed 
toward the chest at all, bronchoscopy and cytological 
examinations are done. 

Dr. Stenstrom has stressed the importance of full 
examination when any unexplained symptoms exist. I 
wish to emphasize this point. A negative x-ray does not 
rule out bronchogenic carcinoma in its early stages; 
further investigation must be done if the history and 
symptoms suggest this diagnosis. Frequently the first 
symptom a patient will admit is a so-called pneumonia 
which yields to antibiotic therapy. In bronchogenic 
carcinoma, this symptom complex is due to an incomplete 
bronchial obstruction becoming complete, due to an inter- 
current infection causing swelling. This is reduced by 
the antibiotic with marked relief of symptoms. Therefore 
all pneumonia patients should have a follow-up check 
including x-ray particularly if there are any lingering 
symptoms at all. 

The rate of growth of these tumours varies greatly. 
I might cite a case seen at the Mayo Clinic wherein a 
piece of tumour was coughed up and found to be*broncho- 
genic carcinoma. The site of origin could not be found 
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even after the fullest investigation. After five years’ 
observation the primary was found and a successful 
pneumonectomy was done. In one of my cases the diag- 
nosis was made from bronchoscopic biopsy. The man 
refused treatment. Five years later he returned to the 
same hospital and died from a kidney condition. Autopsy 
proved the presence of a bronchogenic carcinoma. 
Another case began his symptoms in March, was diag- 
nosed in April, had a pneumonectomy in early May and 
died of widespread metastases in August. Therefore the 
success of treatment depends to some extent on the type 
of tumour present. 

Dr. Stenstrom mentioned the difficulty in diagnosis 
between tuberculosis and bronchogenic carcinoma. On the 
surface this would seem to be an easy differential diag- 
nosis to make but actually it is not. Where there is a 
definite dense lesion with a negative sputum and a nega- 
tive culture from the sputum, bronchogenic carcinoma 
should always be considered. Frequently it is necessary 
to explore the chest. 

Exploratory thoracotomy has been mentioned as being 
necessary in about 20% of cases. These are often peri- 
pherally placed tumours. Good authorities state that two- 
thirds of peripherally placed lung shadows are caused 
by malignant tumours. Surely with these figures before 
us we are remiss in our duty if we do not advise explora- 
tion in all these cases. This is particularly true in view 
of the fact that even in poor risks with modern anes- 
thetic and resuscitation techniques thoracotomy carries 
practically no operative mortality. A policy of watchful 
waiting even with no symptoms has nothing to recom- 
mend it. Dr. Stenstrom was more fortunate than most 
of us in being able to resect more of the cases that he 
opened than is usual. The percentage usually runs be- 
tween 50 and 60. I think he should be complimented on 
being able to decide what cases could be operated on 
beforehand. 

X-ray therapy, in my opinion, never can offer a cure; 
in some cases it does offer palliation particularly of 
cough. In other cases the reaction to the radiation makes 
the patient more miserable than he was before. However, 
relatives often insist that something be done. It has 
been suggested recently that palliation of the trouble- 
some cough of bronchogenic carcinoma can be relieved. 
When the lesion is found at thoracotomy to be in- 
operable the vagus nerve is sectioned immediately below 
the recurrent laryngeal. It is said that the cough is 
considerably improved by this mancuvre. 

There are a few encouraging facts. The first one-stage 
pneumonectomy for carcinoma was done in 1933 by Dr. 
Graham of St. Louis. The patient is alive and well. 
There are many ten to fifteen year cures. With this fact 
in mind and the knowledge that some of these tumours 
are quite slow-growing, we must keep striving for earlier 
diagnosis and treatment in order to salvage more and 
more of these patients. 


Dr. G. F. Homer (Victoria, B.C.): I have been asso- 
ciated with Dr. Stenstrom in a number of these cases. We 
feel that, as with carcinoma elsewhere, early diagnosis is 
often the answer to successful treatment. In the patient 
in whom the diagnosis is in doubt, I feel needle biopsy 
has a place—not in any way to replace an exploratory 
thoracotomy but perhaps as an alternative procedure less 
fearsome to the patient and his referring doctor. The 
difficult lesions are those in the upper thorax which Dr. 
Stenstrom has pointed out and needle biopsy can be of 
help in just these cases and has been used by us on 
several occasions. 

One patient operated on elsewhere had a small pig- 
mented growth removed from the dorsum of his left 
hand and dissection of the left axilla, and the diagnosis 
was reported to have been malignant melanoma. Two 
years later, routine x-ray of his chest showed a small 
density in the upper left lung field. Needle biopsy proved 
this to be primary carcinoma of the lung rather than 
the expected secondary deposit. One might have hesitated 
to recommend an exploratory thoracotomy. 

The procedure is carried out as a rule under fluor- 
oscopic control when the shadow so visible on the x-ray 
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film can be quite elusive on the fluorescent screen. The 
needle used is an ordinary, fine trocar attached to a ‘‘U’’ 
tube which is in turn attached to a suction machine. The 
contents of the trocar are shoved out by the stilette on 
to a glass slide, fixed and sent to the laboratory at once. 


Dr. Deward O. Ferris (Rochester, Minn.): There are 
four methods of making a diagnosis of bronchogenic 
carcinoma, while it is still operable and potentially curable. 
These methods are aspiration biopsy, bronchoscopic 
examination, cytologic examination of sputum and 
exploratory thoracotomy. Of these methods, aspiration 
biopsy would appear to offer very little. The reasons my 
colleagues and I do not use it are, first, the fact that 
in the early stage a bronchogenic carcinoma may be 
very small and consequently very difficult to needle, and 
secondly, the fact that implantation of cancer cells in 
the sinus tract is possible. 


We rely mostly on the remaining three methods of 
diagnosis. The oldest method is bronchoscopic examina- 
tion. It is to be remembered, however, that many 
bronchogenic carcinomas occur in the upper lobe and in 
peripheral portions of the lung. In these locations the 
lesion is relatively inaccessible to bronchoscopic exam- 
ination. It is probable that bronchoscopy will give posi- 
tive results in 40 to 50% of cases of bronchogenic 
carcinoma. Some bronchoscopists have given lower 
figures, and occasionally higher figures are quoted. 
Examination of sputum and bronchial secretions prob- 
ably will give positive results in 80% of bronchogenic 
carcinomas. Some cytologists have quoted figures as high 
as 95%, others as low as 68%. This method of diagnosis 
will lead to the occasional false positive, and conse- 
quently a positive cytologic report should be interpreted 
with caution. 

Exploratory thoracotomy is the most accurate method 
of making a diagnosis. As Dr. Stenstrom has already 
stated, the risk of thoracotomy is practically zero, but 
it must be pointed out that oftentimes it is not possible 
to make a diagnosis by exploratory thoracotomy alone. 
The lesion may be small, deeply situated and inacces- 
sible for simple biopsy and will require lobectomy. 
However, in our experience approximately 20% of 
bronchogenic carcinomas are explored without a definite 
preoperative diagnosis. 

If bronchogenic carcinoma is suspected, one cannot 
delay. An early definite diagnosis must be made. 


Dr. J. D. Stenstrom: (closing) I have mixed feelings 
on needle biopsy; that is the reason it wasn’t mentioned 
in the main body of the paper. I am against it because 
there has been reported spread of tumour to the chest 
wall and pleural cavity in carcinoma. I believe that in 
tuberculosis one might produce a massive pneumothorax 
and tuberculous empyema. On the other hand I am in 
favour of it because, at least in our community, the gen- 
eral practitioner, the most important doctor in broncho- 
genic carcinoma, is most hesitant about allowing thorac- 
otomy without a pathological diagnosis of a malignant 
lesion. I think that is generally true so that, at least in 
this community, needle biopsy is of more benefit than 
it is a danger, in that we can often present a pathological 
diagnosis which could otherwise not be done prior to 
thoracotomy. 

Dr. Harrison remarked that in this series there were 
more resectable cases in the thoracotomies than might be 
expected. I think that can be explained on the relative 
inexperience of the operator in the earlier cases. The 
reason .mortality rate was so high—it was 29% in the 
resected cases—was that too many cases were resected. 
Tumours were resected that were probably grossly in- 
curable. With increasing experience and a less aggressive 
attitude it is felt that some of the tumours that were 
resected 3 years ago and caused this mortality rate 
would therefore deeline. A middle course is probably the 
best. One should try to get the tumour out but if it is 
obviously in the mediastinum, it is probably better not 
to touch it at all. 


~ 





R&suME 

L’auteur rapporte une série de 94 cas de cancer bron- 
chique, chez 82 hommes et 12 femmes dont 1’4ge moyen 
était de 62 ans. Dans 76 cas on put déterminer 1|’endroit 
ou origina la tumeur; ce fut dans la grosse bronche 
droite surtout, puis dans les bronches du lobe supérieur 
gauche, et enfin dans celles du lobe supérieur droit. 

En général il s’écoula environ 7 mois entre 1’appari- 


‘tion du premier symptéme et 1’établissement d’un diag- 


nostic positif. Parmi les symptéme le plus _ fré- 
quemment mentionnés, on retrouve la toux, le point de 
cé6té et la dyspnée. Suivent 1’hémoptisie, la pneumonie et 
le rhume. Dans dix cas une bronchite existait déja 
depuis nombre d’années. 

Il ressort de cette étude que la gravité du cancer 
bronchique, abstraction faite de sa malignité, tient avant 
tout au retard apporté dans son diagnostic. Par le 
malade d’abord qui ne consulte pas pour une toux ou un 
crachement de sang. Un fumeur incriminera la cigarette. 
Un autre traitera de lui-méme un ‘‘gros rhume’’ ou 
une pneumonie. Et il y a ensuite le réle important du 
médecin traitant. C’est a lui surtout qu’il revient de 
trouver dans |’histoire clinique du malade 1’élément de 
possibilité de cancer, de suggérer une radiographie, une 
bronchoscopie ou des études cytologiques. 

La cancer bronchique n’est pas une rareté, bien au 
contraire, ¢’est actuellement le cancer le plus fréquent 
chez 1’homme, y compris celui de 1’estomac ou du colon. 
C’est cette notion qui doit éveiller les soupcons du mé- 
decin devant toute toux rebelle accompagnée d’expectora- 
tion sanguinolente, chez un homme qui a atteint la 
cinquantaine. Et c’est ainsi qu’une_ thoracotomie 
exploratrice pratiquée de bonne heure tranchera non 
seulement le diagnostic, mais permettra une résection de 
la tumeur & une phase ow elle reste encore localisée. 


Sex CRIMES FoLLow Liquor SALEs.—Declaring that 
beverage alcohol may be responsible for one-half to nine- 
tenths of all sex crimes, the American Business Men’s 
Research Foundation, in a review of current, scientific 
studies of the question, visualized the findings assembled 
in a graph which shows that the sex crime rate closely 
parallels the per capita consumption of absolute alcohol 
during the seventeen years, 1933 to 1950, inclusive. In 
1949, according to F.B.I. figures, persons charged with 
rape and held for prosecution, per 100,000 population, 
totaled 9.47. Fifteen years ago the rate was only 5.5. 
1949 record shows ‘‘sex offences’’ (except rape and 
prostitution) the rate to be 41.0. In 1933 it was only 17.2. 

The latest statistics of the Uniform Crime Reports 
compiled by the F.B.I. reveal the following. The peak 
year of sex crimes was reached in 1945 and the 1946 
figure was not much lower than the peak year. Similarly, 
the peak year in the consumption of absolute alcohol 
was in 1946 and the 1945 and 1947 figures were both 
only ten points lower. 

Thus, the rate of sex crimes in 1946 was two and a 
half times that of 1933. In 1949 it was twice as much 
as in 1933 and still above the 1944 level. 

In contrast, the 1946 consumption of absolute alcohol 
was triple that of 1934. The latest figure available, 1949, 
shows consumption of absolute alcohol is 2.6 times that 
of 1934 and still above the 1945 level. 

The sex crime rate does not follow the general rate 
for all crimes. The crime rate for all crimes reached a 
peak in 1948—50% more than in 1933. 
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POST-TRAUMATIC CEREBRAL 
SYNDROMES* 


J. Clifford Richardson, M.D. 
Toronto, Ont. 


HE late effects of head injury present very 

common problems of diagnosis and treat- 
ment and we are often hard pressed to give 
satisfactory accurate opinions to workmen’s 
compensation boards, pensions commissions, 
lawyers and judges, as well as to the patients 
themselves. 

The magnitude of the problem is reflected 
in the voluminous literature on various aspects 
of ecraniocerebral trauma. <A blow to the head 
is in itself a problem of physics and there have 
been several interesting expositions on the in- 
volved stresses and strains. The reaction of 
highly specialized and elaborate neuronal tis- 
sue to such a physical stress has been studied 
physiologically in detail and experimental 
studies of recent years have thrown some light 
on the nature of cerebral concussion. The 


neurological aspects of human cerebral con- 


cussion and contusion have been the subject of 
important clinical studies over a period of 
many years. Numerous surgical and patho- 
logical writings show considerable advance in 
the understanding and treatment of skull frac- 
tures, intracranial hemorrhage and _ brain 
wounds. The difficult subjects of headaches, 
dizziness and mental changes after head injury 
have been written about extensively, though 
inconelusively. The nature and significance of 
post-traumatic pneumoencephalographie and 
electroencephalographic abnormalities have 
been of recent interest. The inextricable 
psychological social and legal features of post- 
traumatic disorders have been also surveyed 
extensively. 

In this brief outline of the various early and 
late sequele of head injury, emphasis will be 
placed on diagnosis and assessment from the 
standpoint of the clinical neurologist. Neuro- 
surgical and experimental aspects with which 
I am unfamiliar will be avoided as much as 
possible. Though the comments are largely 
based on personal clinical experience, I have 


*From the Department of Medicine, University of 
Toronto, and Medical Service, Toronto General Hospital. 
This paper was presented to the Section of+Psychi- 
atry, Canadian Medical Association, Halifax, June, 1950. 
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chosen for the sake of brevity to omit any de- 
tailed case review or reports. 

No attempt will be made rigidly to correlate 
the clinical symptoms with specific types of 
head injury. Chiefly under consideration is the 
common civilian head injury in which the head 
is struck by a large blunt object (usually with 
sudden acceleration or deceleration of the 
head). As a result there occurs loss of con- 
sciousness from the diffuse cerebral effect of 
concussion. There is commonly added surface 
bruising or contusion of the brain and in the 
severe injuries there is often added comminuted 
depressed fracturing of the skull. It is well 
known that the nature of the person is often 
as important as the nature of the blow in re- 
gard to the end result after head injury. 


CLASSIFICATION OF POST-TRAUMATIC DISORDERS 


An attempt will be made to describe the 
symptoms of head injury in various stages 
which tend to parallel one’s clinical experience 
in assessing such disabilities in various stages. 
The following headings have been chosen for 
this purpose. 

1. Early symptoms of cerebral concussion and 
contusion during the stage of disturbed con- 
sciousness or post-traumatic amnesia. 

2. Convalescent symptoms.—The subsiding 
picture following the period of post-traumatic 
amnesia. 

3. Residual symptoms constituting more or 
less permanent sequele. 

4. Late symptoms of delayed onset. 


EARLY SYMPTOMS 


The features of the acute head injury pa- 
tient admitted unconscious to hospital are 
very familiar to the neurosurgeon who quite 
properly is the usual person to eare for such 
emergencies. The patient in this acute. stage 
does. present a problem for neurological study 
as well as for possible surgical treatment, 
as emphasized by Jefferson.1 The physician 
neurologist also has a vital concern in these 
early findings if he is called upon to assess the 
later symptoms, whether it be six weeks, six 
months or six years after the accident. In the 
serious injuries at least it is a great advantage 
to have close team work between the neuro- 
surgeon and neurologist. Certainly the prob- 
lem of late assessment is much simplified if the 
doctor giving this opinion has already studied 
the case through its acute stages. Next best 
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in later assessment is to have available an ac- 
curate and detailed case record of the earlier 
findings. 


The site and nature of superficial injuries to 
scalp and face may give some idea of the 
mechanism of the blow. The presence of blood 
in the nose or ears, any visible fractures and 
cerebrospinal rhinorrhea are other important 
observations. X-ray findings in regard to frac- 
tures are important objective evidence of the 
injury, though often later over emphasized in 
court, The presence of fresh blood in the 
cerebrospinal fluid is one of the most valuable 
indications of intracranial damage. An electro- 
encephalogram done in an early stage may prove 
important to compare with later recordings, 
though the abnormalities during deep unconsci- 
ousness are not of specific significance. It is 
important neurologically to know of fractures 
elsewhere in the body because of the not infre- 
quent occurrence of cerebral fat embolism. 


The early findings of greatest importance are 
those of cerebral damage, either diffuse or focal. 
Signs of focal cerebral damage from contre coup 
contusions, direct laceration or complicating 
hemorrhage, should be noted as early as possible 
since their time of onset naturally reflects the 
pathological cause. Cranial nerve palsies and 
paralysis may be detected during deep unconsci- 
ousness and if persistent can be more thoroughly 
checked at a later period. Focal or generalized 
convulsions in the unconscious period are related 
to acute focal pathology, tend to be transient 
and usually are not related to post-traumatic 
epilepsy of the later stages. Decerebrate rigidity 
and hyperthermia are grave signs related to 
lesions in the upper brainstem and _ hypo- 
thalamus. 


The diffuse brain injury reflected initially in 
the profound unconsciousness is often the most 
important aspect of closed head injuries. In 
his outstanding writings on head injuries Sy- 
monds” ** has clearly described the regular 
stages in recovery of consciousness and levels of 
cerebral reflex function. The immediate trau- 
matie unconsciousness is followed by a more or 
less orderly sequence of clinical stages during 
subsequent recovery of full consciousness. These 
stages can be recognized as coma, stupor, de- 
lirium, confusion and automatism. In the 
mildest head injuries such as those seen on the 
football field these stages are rapidly passed 
through with full recovery in a period of min- 
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utes. With more severe injuries these stages 
may be long drawn out over periods of days, 
weeks or even months. The surviving patient 
does not remain in deep coma for longer than 
one or two days, but the resistive stuporous con- 
dition may persist for several days, an excited 
delirium may last days or weeks and confusion 
may continue for many weeks. A small pro- 
portion of cases show a confabulatory picture 
like the Korsakov psychosis towards the end of 
the confusional period. I have come to believe 
that the Korsakov psychosis has a focal cerebral 
eause. There is usually a final period of 
automatism lasting days or weeks in which the 
patient seems superficially normal but has per- 
sistent defects of memory and retention. Finally 
he regains full consciousness with insight 
and constant awareness of his surroundings. 
Whether transient or prolonged these traumatic 
confusional states tend to clear up completely. 
Such time of eventual clearing is the most satis- 
factory time to mark the end of post-traumatic 
amnesia. 

The more severe post-traumatic confusional 
states or psychoses are promising and fascinat- 
ing fields of study of high level neurology by 
the neurologist or psychiatrist. A limited num- 
ber of such studies are reported by Schilder,° 
Symonds,? Paterson® and a few others. Paterson” 
has pointed out that the confusion following 
brain injury is not a constant uniform picture 
but shows various focal features such as acal- 
culia, apraxia and visual disorientation which 
may colour any residual mental impairment. In 
the practical matter of understanding and treat- 
ing the end result after trauma, detailed earlier 
records of these disturbed mental functions may 
prove of more importance than neurological 
findings from focal lesions at lower levels. 

Opinion differs as to whether human cerebral 
coneussion is a transient affair explaining only 
very transient unconsciousness after a blow to 
the head, or whether concussion also explains the 
more prolonged disturbances of consciousness 
and higher cerebral function. My own reason- 
ing and experience would accept the evidence 
that the coneussion, shaking up of the brain or 
commotio cerebri does cause prolonged subsiding 
symptoms of higher cerebral dysfunction after 
the initial deep unconsciousness. There is at- 
traction in the conception of Denny-Brown and 
Russell,’ that concussion is the direct traumatic 
effect on neurones, whereas contusion is an effect 
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on supporting vascular structures. The simi- 
larity of coneussion to the recovery state follow- 
ing an epileptic convulsion was noted by 
Symonds, and Walker* ® has suggested that ex- 
perimental coneussion is in fact an excitation 
of neurones followed by temporary loss of func- 
tion. To carry further this comparison with 
post-epileptic states it is of interest that pro- 
longed confusion and amnesia may persist for 
weeks after a series of convulsions, either spon- 
taneous or electrically induced. At least this 
observation provides evidence that prolonged 
higher cerebral dysfunction can occur without 
any fixed or gross pathology and may proceed 
to full recovery. Though concussion has been 
considered a dysfunction without visible path- 
ology, Windle, Groat and Fox? have succeeded 
in demonstrating patchy acute nerve cell changes 
in brain stem nuclei with carefully controlled 
animal experiments. 

Retrograde amnesia is of more specific diag- 
nostic significance than post-traumatic amnesia 
in the recognition of previous brain injury. 
The period of retrograde amnesia may be some 
days or weeks in the early stages, but shortens 
finally to a period which is seldom more than 
seconds or minutes. It is never a global am- 
nesia for all past life and identity as witnessed 
by some hysterics. If the patient recalls the 
impact of the blow the occurrence of concus- 
sion can be disbelieved, though of course local 
brain contusion may have occurred. Russell 
and Nathan" have suggested that even true 
concussive retrograde amnesia can occasionally 
be shortened by questioning after intravenous 
barbiturate injection. Russell’s?? clinical 
studies have provided some evidence for a 
degree of localization of memory function in 
the temporoparietal neuronal pathways of the 
dominant hemisphere. 

Post-traumatic amnesia is a more reliable 
index of prognosis than is the length of retro- 
grade amnesia. The correlation is by no means 
exact but quite reasonably the greater residual 
disabilities tend to occur in those cases with 
more prolonged disturbances of consciousness 
in closed head injuries. Moore and Ruesch™® 
found no ease with persistent mental impair- 
ment in which the post-traumatic amnesia was 
less than 19 days. In reviewing service pa- 
tients Symonds correlated the post-traumatic 
amnesia with the percentage return to duty, 
providing the following figures: less than 1 
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hour, 77% ; 1 to 7 days, 62% ; and greater than 
7 days, 52%. 


CONVALESCENT SYMPTOMS . 


These are the problems encountered in the 
first few months after injury, from the end of 
post-traumatic amnesia until maximum re- 
covery. It should be emphasized that a high 
proportion of head injury patients will present 
no residual problem of any significant dura- 
tion, having recovered completely after a few 
days or weeks of disturbed consciousness with 
or without focal signs and symptoms. It is 
difficult to obtain any meaningful figures, but 
it has been said that 80% of the patients are 
recovered in about six weeks after a more or 
less severe blow to the head.’* Those patients 
who do require further medical care present a 
quite different problem from the acute stage. 
The impersonal problem of an unconscious or 
confused patient with brain injury has changed 
to a very personal one in which all the indi- 
vidual psychological and social aspects must be 
considered. 

Focal symptoms.—At this stage of assessment 
a few weeks or months after the injury it is 
timely to carefully examine any signs of focal 
damage to the brain or cranial nerves. Some 
of the more common findings in cranial nerves 
are anosmia, visual field defects, oculomotor 
signs, numbness in the area of supraorbital or 
infraorbital nerves, facial paralysis and uni- 
lateral deafness. Residual attacks of true 
vertigo in contrast with postural giddiness can 
usually be related to lesions of the labyrinth, 
the eighth nerve or vestibular nuclei. Rarely 
one encounters multiple cranial nerve palsies 
of poorly understood pathology. Minor or 
severe degrees of limb paralysis, cortical 
sensory loss and dysphasia may occur from 
cerebral contusion. 

Recently I saw a ease of Dr. K. G. McKenzie’s 
with a well defined hemi-Parkinsonism clearly 
caused by deep and extensive direct contusion 
involving the basal ganglia. Post-traumatic 
cerebellar ataxia is occasionally seen after 
severe closed head injuries. The mid brain 
syndrome described by Kremer, Russell and 
Smyth?* may be the usual explanation of cases 
with generalized ataxia. 

Associated neck injury should be remembered 
since the neck is often severely twisted or com- 
pressed by a blow to the head. There may be 
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pain 
origin from intervertebral dise protrusion. Oc- 
casionally there occur mild or severe spinal 
cord contusions from cervical fractures, dis- 
locations or large intervertebral dise protru- 


or paresthesie of cervical radicular 


sions. In the past year I have seen a case of 
carotid sinus hypersensitivity causing repeated 
syneope for several weeks following a minor 
blow to the head with violent twisting of the 
neck. | 


Diffuse cerebral symptoms—the post concus- 
sive syndrome.—When full consciousness is re- 
stored and the brief or prolonged confusion of 
the amnesic period has fully cleared, the pa- 
tient is not immediately well. There remains 
a stage of more gradual recovery of highest 
cerebral functions during which there are often 
symptoms of headache and giddiness. Except 
when there is gross added intellectual impair- 
ment the mental change is a mild and subtle 
one with features of irritability, defective emo- 
tional control, insomnia and quick fatigue on 
any sustained mental effort. There is a fairly 
constant lowering of tolerance to alcohol. 
Giddiness is noted with changes in posture and 
sudden movements of the head and eyes. The 
headache tends to oceur in bouts lasting a few 
hours, often provoked by mental or physical 
effort. It is more often a bilateral pain, diffuse. 
frontotemporal or occipital, and at times it is 
unilateral or localized. The quality of the 
headache seems quite variable, often there is 
a throbbing. The mild mental changes are 
frequently unnoticed in hospital, but become 
apparent to relatives when the patient returns 
home. The mental fatiguability becomes 
prominent if return to work is too early. With 
favourable circumstances the tendency is to- 
wards complete recovery in a period varying 
widely between two weeks and two years after 
the injury. Electroencephalographie changes 
tend to confirm and run parallel with the sub- 
siding symptoms of mild cerebral dysfunction. 

With moderate or severe injuries the post- 
coneussive mild mental disorder is understand- 
able as a physiogenie cerebral disturbance. The 
headache and giddiness seem more dependent on 
some vascular mechanism, though this might be 
secondary to traumatic effects on the vasomotor 
centres. Difficulties of interpretation are added 
when one océasionally sees this same syndrome 
of nervousness, headache, giddiness and alcohol 
intolerance after minor head injuries with little 





or no unconsciousness. Trotter’® and subsequent 
observers have felt that such a ‘‘ minor contusion 
syndrome’’ does have some organic basis. 


Occasionally the symptoms of the _ post- 
conecussive syndrome seem to persist on a 
purely organic basis. Much more commonly 
a perpetuation of the symptoms is related to a 
superadded neurotic reaction. Attempts to 
interpret persistent post-traumatic headaches 
have led to implication of the meninges, the 
intra- and extra-cranial arteries and the cervi- 
eal vertebra, without yet any final solution of 
that problem. 


RESIDUAL SYMPTOMS 


Recovery from diffuse or foeal cerebral trau- 
matic symptoms may proceed for a long period 
and it is probably unsafe to consider sequel 
as permanent before two years after the injury. 
As noted, the symptoms of the post-concussive 
syndrome may occasionally persist without 
neurotic complication and without detectable 
intellectual deterioration. Various effects of 
focal damage to brain and cranial nerves may 
of course be permanent. Deserving of further 
consideration are the mental changes which 
may be persistent after brain injury. 

Post-traumatic mental impairment. — A very. 
small proportion of an) average series of closed 
head injuries will show residual intellectual 
deterioration from extensive contre coup con- 
tusion. The proportion of such eases is higher 
when there is comminuted fracturing of the 
skull and extensive brain laceration. It is 
rather ironical that the skill of modern neuro- 
surgical treatment of head injuries has in- 
creased the number of severely demented cases 
requiring institutional care. Fortunately such 
severe cases are infrequent, but there are 
greater numbers with mild or moderate de- 
terioration. Residual mental impairment is 
greater in older people. The prognosis is 
generally worse at all ages when the native 
intelligence is low, though mild degrees of 
mental impairment may seriously handicap 
persons in professional or executive positions. 
Changes in behaviour and character are more 
likely to oceur in children. 


With traumatic mental impairment the elini- 
eal picture is the same as in the dementia of 
various organic brain diseases with colouring 
by the personality characteristics of the indi- 
vidual. 


Mild intellectual deterioration is often 
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masked and difficult to recognize when there 
are prominent emotional changes. As pointed 
out by Paterson* the euphoric type of traumatie 
mental impairment is readily identified whereas 
the anxious type is easily missed and con- 
sidered neurotic. 

Cases in this group with mental impairment 
commonly show cerebral atrophy and ventricular 
enlargement radiologically, and quite often have 
persistent E.E.G. abnormalities. Psychometric 
examination with Rorschach, Wechsler or other 
tests will usually show characteristic thinking 
impairment. Such tests are sometimes contribu- 
tory to the clinical diagnosis and when repeated 
give valuable records of progress. 

Post-traumatic personality change is an un- 
satisfactory serap basket classification which is 
difficult to avoid in some of the mild complex 
post-traumatic mental disorders for which a non- 
commital diagnosis is the only honest one. In 
the past, terms like traumatic neurasthenia and 
psychasthenia have served a similar purpose. 
Whenever a more accurate opinion can be 
formed the terms post-coneussive syndrome, 
psychoneurosis and mental impairment are 
preferable. 

Psychoses precipitated by trawma.—Everyone 
experienced in head injuries has encountered 
this occasional phenomenon of schizophrenia, de- 
pression or mania developing after head injury. 
When the psychotic reaction develops directly 
after the head injury there can be no doubt of 
the direct precipitating effect of the trauma. It 
is my impression that the effect of brain injury 
is often a direct physiogenic one rather than 
acting in a purely psychological way. It is com- 
monly suggested by the earlier history that the 
patient was predisposed to such a psychosis. 


DELAYED SYNDROMES FOLLOWING HEAD INJURY 

Consideration has been given to the subsiding 
symptoms of brain injury and some more per- 
manent residual sequele. There remain a few 
cases which seem to recover fully, then after 
some weeks or months develop new symptoms 
related to the previous head injury. Such a 


course of events is most characteristic of trau- . 


matie neuroses and has only a few possible 
organic explanations. Late abscess or menin- 
gitis from a fracture through the roof of the 
nose is decidedly uncommon. Delayed traumatic 
apoplexy is a very rare syndrome in which intra- 
cerebral hemorrhage develops some days or a 
few weeks after a minor head injury. Progres- 
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sive obstructive hydrocephalus is another uncom- 
mon complication which may be delayed. Sub- 
dural effusions and epilepsy are more common 
and important. 


Subdural hematoma may develop early as an 
acute complication of head injury or may be 
chronic, manifesting itself weeks or months 
later. Commonly the head injury is a mild one 
and frequently no history of trauma is obtained. 
Headache is the commonest symptom, frequently 
unilateral. Other salient features are mental 
changes, deepening fluctuating stupor, slowly 
developing hemiparesis and a fixed dilated pupil. 
Hemianopia is very rarely present and such a 
finding throws doubt on the diagnosis. The cere- 
brospinal fluid may be clear or faintly xantho- 
ehromic. Many variations occur in the clinical 
picture and the diagnosis is notoriously difficult. 
The possibility of subdural hematoma must 
always be kept in mind when there are progres- 
sive cerebral symptoms after trauma. The pic- 
ture of the less common subdural hygroma is 
very similar. 

Post-traumatic epilepsy oceurs in 25 to 50% 
of head wounds with dural penetration. It is 
relatively uncommon in closed head injuries, 
occurring in less than 10% of fairly severe in- 
juries of that nature. The seizures of varying 
focal and generalized types usually begin within 
two years, though the onset has been reported 
as late as 15 and 17 years" after the injury. 
With Dr. E. H. Botterell I saw a man whose 
first seizures started 30 years after an occipital 
gunshot wound suffered in 1917. Clinical and 
electroencephalographie features gave conclusive 
evidence that the time interval and relationship 
to the injury were correct. 

Particularly in medico-legal cases it must be 
remembered that epileptics do suffer head in- 
juries during seizures. 

Post-traumatic psychoneurosis. — Several of 
the late sequele of head injuries already men- 
tioned may be complicated by neurotic symptoms 
of constitutional and situational basis. With 
post-concussive symptoms and mental impair- 
ment there may be associated changes of per- 
sonality due to brain injury which are readily 
susceptible to neurotic reactions. By post- 
traumatic psychoneurosis I am referring to a 
neurosis related only chronologically and not 
etiologically to the head injury. Commonly the 
course is one of full recovery after mild head 
injury, and late acquisition of anxiety or hyster- 
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ical symptoms and implication of the injury. 
Frequent precipitating factors are impertiing 
litigation, frightening suggestions of friends or 
even doctors and considerations of compensation. 
In all the milder late sequele of head injury the 
pretraumatic personality and the current situa- 
tional factors must be considered with as much 
eare as the injury itself. A high proportion of 
symptoms persisting beyond a year after the 
injury are primarily personality disorders 
rather than organic effects of head injury. 
Further development of this difficult and im- 
portant subject is beyond the scope of this 
communication. 


CONCLUSION 


The acute, convalescent, residual and delayed 
symptoms of head injury have been mentioned 
and discussed with particular reference to their 
evaluation at various stages. The view is held 
that concussion causes prolonged disturbances 
in higher cerebral function as well as the initial 
unconsciousness. The importance of detailed 
observation of post-traumatic confusional states 
has been emphasized. 

The great majority of head injuries run their 
clinical course of concussion with or without 
focal contusion and recover within a period of 
several weeks. 

A small percentage of cases with severe brain 
injury recover slowly over a period of one to 
two years and are often left with residual mental 


impairment. Various foeal signs of brain in- 
jury may also persist. Severe intellectual loss 
is readily recognized ; milder degrees of impair- 
ment may be readily missed and misinterpreted. 

The later convalescent symptoms of subsiding 
brain injury may last for many months and in- 
clude giddiness, nervousness, headaches and in- 
tolerance of alcohol. This post-coneussive syn- 
drome may be identified by the characteristic 
symptoms and their remitting course. Various 
adverse factors may implant neurotic reactions 
during this recovery stage. Occasionally per- 
sonality change and a tendency to periodic 
headaches seem to persist on an organic basis. 

With the exception of post-traumatic epilepsy 
and subdural hematoma, symptoms developing 
for the first time some weeks or months after 
the injury are usually psychoneurotie. 
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FIBROCYSTIC DISEASE OF THE 
PANCREAS* 
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IBROCYSTIC disease of the pancreas is a 
congenital disease in which various manifesta- 
tions of indigestion due to pancreatic exocrine 
insufficiency are seen in combination with severe 
pulmonary disease, such as emphysema, chronic 
bronchitis, recurrent broncho-pneumonia, or 
bronchiectasis. Pathological changes are many, 
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but the diagnosis depends on findings in the 
pancreas which include dilatation of acini and 
duets with inspissation of secretions therein, 
disappearance of acinar tissue, replacement 
with fibrous tissue and later with fat, and, at 
times, some infiltration of lymphocytes through- 
out the gland. Lung changes include emphy- 
sema—apparently associated with blocking of 
bronchioles with tenacious secretions—atelec- 
tasis, purulent bronchitis, broncho-pneumonia, 
parabronchial abscesses and bronchiectasis. 
The disease became a recognized entity in 
1938, when Dorothy Anderson presented 49 
eases that could be distinguished from “true 
eeeliac disease” on the basis of constant 
pathological findings in the pancreas.’ Since 
then, pediatric clinics, becoming increasingly 


420 


aware of the condition, have gathered a great 
body of clinical observations together with 
post-mortem studies.?'°* That the pancreatic 
changes are not infrequent is indicated by their 
occurrence in about 3% of post-mortem exam- 
inations at the Hospital for Sick Children.® 
Dorothy Anderson reports the same figure for 
the Babies Hospital, and estimates an incidence 
in New York of 1.7 per 1,000 live births. 

It is of vital importance that fibrocystie dis- 
ease be considered when problems of nutrition 


or “chronic bronchitis” of infaney and child- 
hood arise; for the immediate, and perhaps 


also the final outlook of these patients may be 
favourably influenced if treatment is offered 
early. With this in mind, we propose to add 
to the existing literature a series of 102 cases 
seen in the Hospital for Sick Children during 
the years 1938-49 inclusive. 

Of the 102 cases studied, 81 were proved by 
post-mortem examination, and the remaining 
21 were diagnosed on the basis of pancreatic 
achylia (or hypochylia) in the presence of a 
classical clinical picture of fibrocystic disease. 
Eleven of these children are now being fol- 
lowed in the Out-Patients’ Department of this 
Hospital. Meconium ileus, accounting for 10 
deaths in this series, will be discussed later. 


CLINICAL DESCRIPTION 

The vast majority of patients showed their 
first symptoms within the first few weeks of 
life. Ten per cent began their course after 6 
months, and the latest onset of symptoms 
among our patients was in a girl 7 years of 
age who was considered to be a case of bron- 
chiectasis. Its duration shows a wide range— 
the shortest being 2 weeks, and the longest, 12 
years. Approximately one-half of the patients 
ran a course of 6 months or more. The oldest 
patient, now 12 years of age, was described as 
a severe feeding problem during his first two 
years. 

Family history deserves special mention. 
Seventy-seven families are represented, of 
which 14 (18.2%) show more than one child 
proved to be afflicted with the disease. Eleven 
families had 2 or 8 siblings affected; in two 
instances cousins were found with the disease, 
and we have learned recently of a proved case 
who is the second cousin of one of our patients. 

Two groups of symptoms are evident 
(Fig. 1), those arising from pulmonary disease 
(cough, recurrent pneumonia and wheezing), 
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and those due to nutritional disturbance (ab- 
normal stools and vomiting), with dystrophy 
occurring almost uniformly through both 
groups. The cough was most often described as 
harsh, spasmodic, and relatively non-produc- 
tive—a diagnosis of pertussis frequently being 
made on this account. Wheezing, when present, 
was conspicuous, and often antedated other 
symptoms by weeks or months. Abnormal 
stools included three main types: (1) loose, 
watery, frequent stools; (2) large, foul, pale 
stools—sometimes greasy and sometimes con- 
taining recognizable undigested food material, 
and rarely, (3) large, hard stools. A common 
history was of loose stools in the early weeks 


Fibrocystic Disease of the Pancreas 


SYMPTOMS 
Recurrent 
pneumonia 
Abnormal 
stools 


of life, changing to the foul, semi-formed type 
later. In some cases there was a story of alter- 
nating diarrhcea and constipation for several 
months, and, indeed, one infant died of in- 
testinal obstruction during the “constipated” 
phase of such a cycle. Contrary to reports from 
other centres, vomiting was an important 
feature in one-third of our cases. This symptom 
tended to occur early, and in many instances 
improved as the patient survived the first few 
months. 

When first seen, most patients (72%) showed 
a predominantly respiratory involvement. Re- 
spiratory disease without any suggestion of 
nutritional disorder accounted for about one- 
third of the histories, and, on the other hand, 
a purely nutritional defect was encountered in 
little more than 10%. It is interesting to note 
that only one-fifth of our patients bore a 
striking resemblance to “true cceliacs”. Our 
records confirm the finding of others, in that 
these patients represented an older age group 
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Sick Children 
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—two-thirds of them surviving their first year. 

Physical examination revealed moderate to 
marked degree of dystrophy in 9 out of 10 
cases. The most significant findings, however, 
were in the chest—80% showing abnormal 
signs at some time during their illness. These 
included a variety of local and general changes, 
the commonest of which were decreased air 
entry and rhonchi or rales. One-third of our 
patients showed clinical evidence of emphy- 
sema. This was observed more frequently in 
recent cases, probably because it was more fre- 
quently sought. In a few severely ill patients 
the liver was noted to be enlarged. Clubbing 
of the fingers was present in most children 
over one year, appearing with equal frequency 
in the respiratory and nutritional types of 
cases, | 


was negative, and abdomen was described as large and 
oughy. X-ray showed moderate emphysema with in- 
creased peribronchial markings. A provisional diagnosis 
of fibrocystic disease of pancreas was made, but this 
was never confirmed by enzyme studies as the baby was 
too ill, At 3 months the infant developed broncho- 
pneumonia from which she died. Post-mortem examina- 
tion showed marked pancreatic and pulmonary disease. 


CASE 3 
G.L., now 12 years of age. History indicated a severe 
feeding problem during the first 2 years. The stool 
always contained ‘‘ undigested material’’ up until time 
of diagnosis at 10 years of age. Sinus trouble with nasal 
discharge and cough were present from 3 years till 10 
years. On physical examination the child was under- 
weight, and the chest was emphysematous with rales 
throughout. X-ray examination showed marked emphy- 
sema, increased peribronchial markings, with some 
pneumonic consolidation. Enzyme analysis was carried 
out at 10 years and again at 11 years of age. In the 
former instance protease activity was reported as ‘‘ very 
low’’ and in the latter, it was absent. The child was 
placed on panteric tablets by mouth and penicillin inhala- 
tion three times a day. Stools became normal in ap- 
pearance; cough and chest signs disappeared, and weight 

increased 17 pounds in 8 months. 
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VITAMIN A TOLERANCE 


No. of 
patients 
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Vitamin A- microgram rise over fasting 


during 7 hour period. 
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Fig. 2 


CasE SUMMARIES 


CASE 1 


R.P., aged 1 year, gave a history of harsh cough 
dating from birth, failure to gain during first 3 months, 
and constipation from shortly after birth. Physical exam- 
ination: (a) At 3% months the infant was dystrophic, 
pale, coughing—the chest showing localized decreased 
air entry, with fine rales. (b) At 1 year the patient was 
well nourished, but acutely ill and cyanosed. Examina- 
tion of the chest revealed pulmonary emphysema with 
diffuse rales and rhonchi throughout. X-ray at 1 year 
showed marked emphysema, increased peribronchial 
markings and localized areas of consolidation. A diag- 
nosis of acute septic tracheobronchitis was made, and 
the baby died shortly after admission to hospital. Post- 
mortem changes were moderate to marked in both 
pancreas and lungs. 


CasE 2 


J.M., aged 2 months. A history was given of loose 
' frequent stools and failure to gain on adequate feeding 
since birth. A sister died one year previously at 15 
months of age, with a history of chronic cough and 
terminal pneumonia. Post-mortem diagnosis was fibro- 
cystic disease of the pancreas. Physical examination: at 
2 months the infant was moderately dystrophic; chest 
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RADIOLOGY 


Emphysema 


Increased 
peribronchial 
marking. 


Atelectasis 
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Fig. 3 


LABORATORY FINDINGS 


Vitamin A tolerance is a valuable aid in 
diagnosis. The characteristic curve in the un- 
treated case* shows a low fasting level with 
little or no rise during a 3 to 7 hour period 
(Fig. 2). (The one normal curve represents an 
atypical case in which duodenal enzymes were 
also normal.) If the test dose is given in water- 
soluble (aleohol) form, a normal absorption 
curve results. This is in sharp contrast to the 
patients with celiac disease in whom a low 
curve is seen with both preparations of vita- 
min A, 

Glucose tolerance is also helpful in the dif- 


* One child showed repeated flat curves for the first 
16 months, then at 22 months a normal absorption was 
found. At that time the child appeared clinically well, 
although enzymes were low. 
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ferentiation from cceliac disease in that it is 
either normal or diabetic in type. In the latter 
case it would appear that there is either a 
delay in utilization or defective glycogenesis. 

Pancreatic enzymes—amylase, lipase and 
protease—can be measured in duodenal fluid. 
From the results of 350 tests, of which 62 were 
on patients with fibrocystic disease, we found 
protease estimation to be the most reliable test 
of pancreatic function. A relatively simple test 
is used routinely here—based on the ability of 
protease to liquefy gelatin.*° Among our pa- 
tients, 39 out of 41 showed absent or very low 
proteolytic activity. Of the two normals, one 
has been mentioned above, and for the other, 
no explanation ean be offered. 


Fa cD il 
Fig. 4a.—Postero-anterior view in an i 
creased peribronchial density, and atelectasis involving the right lower lobe. Fig. 4b.— 
Lateral view: Note marked emphysema, evident both anterior and posterior to the heart 
shadow. Fig. 4c.—Roentgenogram of chest in a 2-year-old child, showing accentuation of 
the bronchovascular pattern with flocculent density throughout both lung fields. 


Stool enzymes.—A simple test for stool pro- 
tease by digestion of the gelatin of x-ray film™ 
has the disadvantage of giving an unduly large 
number of false negative and some false posi- 
tive results, and is therefore unreliable as a 
screening test. 

Radiology.—This is becoming more and more 
important in diagnosis. Thus several cases in 
the past two years have been first brought to 
the attention of the clinician by the radiological 
department. The characteristic film in infants 
shows emphysema with increase in the peri- 
bronchial outline (Fig. 3). In our series there 
are 71 cases on whom roentgenograms are avail- 
able for review. Of these, 93% showed emphy- 
sema, moderate or marked, and 87% showed 
increased peribronchial markings. Atelectasis 
and patchy areas of pneumonic consolidation 
were seen less frequently (Fig. 4). In patients 
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over one year with progressive pulmonary dis- 
ease, emphysema was less marked, whereas ac- 
centuation of the bronchovascular pattern was 
more prominent, with the appearance of a fine 
floceulent density throughout the lung fields 
similar to that seen in miliary tuberculosis. 
Three roentgenograms of the chest in post- 
mortem proved cases were entirely normal.* 

The differential diagnosis radiologically in- 
cludes first and foremost acute bronchiolitis 
with obstructive emphysematous change. This, 
however, shows much more rapid and complete 
improvement than that seen in fibrocystics. 
Other conditions to be considered are long- 
standing asthma, bronchiectasis, bronchial ob- 
struction with atelectasis and emphysema, and 


nfant 2 months old, showing emphysema, in- 


miliary tuberculosis. 

Diagnosis.—The diagnostic aids are seen to 
inelude history of illness, family history, physi- 
cal examination, chest x-ray, vitamin A absorp- 
tion, and enzyme analysis. No one of these is 
entirely dependable. History and physical ex- 
amination, especially the former, are important 
in bringing the patient to investigation. In 
retrospect, almost all our cases that were typi- 
eal pathologically should have been recogniz- 
able clinically. Family history of the disease, 
where present, is good confirmatory evidence. 
X-ray, as shown above, shows a characteristic 
picture, but in at least two cases where one 
would have expected x-ray changes, these were 
absent. Vitamin A absorption is an excellent 


* These will be discussed in detail in an article deal- 
ing with the radiology of fibrocystic disease of the 
pancreas. 
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screening test, especially in conjunction with 
the vitamin A alcohol and glucose tolerance 
tests. Enzyme analysis has been looked upon as 
the final word, but even this has failed in two 
instances. We are thus confronted with the 
limitations of our diagnostic procedures, but 
all the aids taken together in any one instance 
should yield the correct diagnosis. 

Meconium ileus (intestinal obstruction due to 
inspissation of meconium)—Farber has very 
clearly demonstrated the relationship between 
meconium ileus and fibrocystic disease of the 
pancreas.’? In cases where the disease is present 
to a marked degree in utero, lack of pancreatic 
enzyme activity results in a failure of meconium 
to attain its usual soft consistency. The 
rubbery, sticky meconium causes an intestinal 
obstruction which is recognized clinically dur- 
ing the first forty-eight hours of life. A number 
of these have been successfully operated on and 
survival is reported for as long as 7 years.” ® 
One case in our series whose obstruction was 
successfully relieved subsequently developed 
intractable pulmonary disease from which she 
died. 

Treatment.—This is directed toward two ends: 
(1) maintenance of nutrition, and (2) control 
of respiratory infection. Fat-coated panterie 
granules are given,* and in the cases so far 
followed this appears to control the steator- 
rhea. In view of the severe malnutrition in 
these children, a high protein diet is most 
valuable. Water-soluble vitamin A is given, and 
the other vitamins in adequate dosage. We 
believe the most satisfactory means of con- 
trolling infection is the use of penicillin inhala- 
tion three times daily with an _ ordinary 
atomizer and_a solution of penicillin (3,000 
U/e.e.). A few eases so handled have shown 
dramatic improvement. The newer antibiotics 
are important where resistance to penicillin 
develops. 

Prognosis.—A few years ago this disease was 
considered to be uniformly fatal. That the 
picture has become more optimistic is due in 
part to management of the once lethal infec- 
tion as outlined above; but more important, 
perhaps, is the fact that less severe cases are 
now recognized, and irreversible pulmonary 
changes are being prevented or checked early. 


* It was found that the enzymes of panteric granules 
incubated with a pepsin-hydrochlorie acid digest for 
more than 15 minutes lost their potency unless coated 
with fat.13 
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Of 11 cases now being followed, 3 are ap- 
parently normal, 3 are showing periodie nutri- 
tional disturbance, 2 have the occasional siege 
of bronchitis or pneumonia, and 3 have severe 
pulmonary exacerbations which indicate the 
gravest prognosis. 


DISCUSSION 


There are a number of theories as to the 
etiology of fibrocystiec disease, but most of 
them fall into two general concepts: (1) That 
the primary defect is in the secretory mechan- 
ism of the pancreas, and lung changes occur 
as a result of some nutritional deficiency; (2) 
that this is a generalized disease involving 
mucus-secreting glands throughout the body, 
in which pancreatic and lung changes have the 
most far-reaching effects. Insufficient evidence 
has as yet been produced to establish or ex- 
elude either view. 


SUMMARY 


A series of cases of fibrocystice disease of the 
pancreas has been presented, with a discussion 
of symptomatology, physical findings, labora- 
tory diagnosis, treatment and prognosis. 


re 
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The VIIth International Hospital Congress of the 
International Hospital Federation will be held in 
Brussels from July 15 to July 21, 1951. The central 
theme will be the Care of the Chronic Sick and Aged. 
The principal addresses will be given by Dr. E. M. Blue- 
stone, Director of the Montefiore Hospital, New York, 
and by Professor Pierre Delore of the University of 
Lyons, France. ‘‘Open Forum’’ discussions on all aspects 
of hospital problems will also be held, introduced by an 
authority on the subject concerned. 
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THE Ca@:LIAC SYNDROME* 


J. F. McCreary, M.D., Vivien Abbott, M.D., 
Ruth Pocock and Alan Brown, M.D., 
F.R.C.P.(Lond.) 


Toronto, Ont. 


HE first notable account of the chronic in- 
digestion of late infaney was given by Samuel 

Gee? in 1888. In an article on “The celiac affec- 
tion”, he describes a 

‘¢. .. chronic indigestion especially apt to affect chil- 
dren between one and five years... . Signs of the dis- 
ease yielded in the feces .. . pale, loose stools look very 
much like oatmeal porridge or gruel . . . bulky, pale in 
colour, frothy ... stinking, stench often very great... . 
Belly is soft, doughy and inelastic. . . . The patient 
wastes more in the limbs than in the face. . . . Muscular 
weakness great... . To diarrhea alba add emaciation 
and cachexia and we complete the picture of the dis- 
PRR. oe 

In America the name of Herter has become 
linked with the condition as a result of his 
observations on “intestinal infantilism”,? and 
the past forty years has seen a vast quantity 
of literature growing up around this subject. 
Very little has been added to Gee’s clinical 
description except that the therapeutic value 
of high protein, low fat, low carbohydrate diet 
has been unquestionably established.* * Autop- 
sies have revealed no consistent structural 
change associated with the symptoms. Intensive 
bacteriological and chemical studies on the 
stools were carried on by Brown and co- 
workers, and although a characteristic in- 
testinal flora was demonstrated, no pathogen 
has been definitely implicated in the etiology 
of the disease. In 1938, Blackfan® introduced 
to English-speaking workers thé concept of a 
group of diseases with different underlying 
defects, which he termed the celiac syndrome. 
In the same year, Dorothy Anderson contributed 
a clinical and pathological report of 49 cases 
of cystic fibrosis of the pancreas,’ showing that 
this abnormality could cause a picture similar 
to that of eeliac disease. It has become evident 
that three separate entities can be split off the 
main group of cases manifesting cceliac symp- 
toms: (1) celiac syndrome due to chronic or 
repeated infection; (2) food allergy; (3) fibro- 
cystic disease of the pancreas. 

There still remain large numbers who will be 
considered under the heading of “true cceliac 


* From the Hospital for Sick Children, Toronto, and 
the Department of Pediatrics, University of Toronto. 
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CaLiac SYNDROME 


disease” for which no cause has yet been found. 
These will be discussed first. 

True celiac disease. — The symptoms of 
celiac disease usually begin in the last tri- 
mester of the first year — often being ushered 
in by an acute infection. Suspicion is sometimes 
aroused in the earlier months in an infant who 
shows vomiting and considerable discomfort 
associated with feeding. The stools are as 
described by Gee, but the end stage of the 
disease is rarely seen in this day. Commonly 
the picture is of an irritable, whining child— 
pallid, undernourished—with poor appetite, 
often vomiting periodically, passing voluminous 
stools. With strict dietary treatment the dis- 
ease may become controlled to a degree where 
the patient is happy, comfortable, normal in 
appearance and weight, and passing normal 
stools. 


VITAMIN A and GLUCOSE TOLERANCE CURVES 
ina Normal Infant and an Infant with Coeliac Disease 


GLUCOSE 
capillary 


VIT.A 
microgm. 
MOO cc 


NORMAL INFANT INFANT WITH 


COELIAC DISEASE 


The defect is one of fat and carbohydrate 
absorption. With regard to the former, vitamin 
A, a fat-soluble material, is readily measurable 
in blood plasma. Thus the absorption curve fol- 
lowing a test dose of vitamin A provides an 
estimate of fat absorption.’ Patients with 
celiac disease show a consistently low rise in 
the vitamin A absorption test®—this abnor- 
mality appearing early in the disease, and 
persisting until most other signs have returned 
to normal (see Fig. 1). 

The glucose tolerance curve is likewise flat. 
This has been shown to be associated with a 
slowing of the rhythmic segmental contractions 
of the small intestine,* being returned to 
normal when intestinal motility is restored by 
means of mecholyl or vitamin B.?° A character- 
istic x-ray picture of clumping of barium in the 


* Ordinary peristaltic activity is normal. 





















Canad. M. A. J. 
May 1951, vol. 64 


small bowel due to this lack of motility is 
demonstrable in patients with true celiac dis- 
ease (Fig. 2). 


Fig. 2a.—Normal barium series. Fig. 2b.—Clumping 
or pooling of barium seen in the celiac syndrome. 
Proteins are digested and absorbed normally 
except during bouts of severe diarrhea, when 
little absorption of any kind takes place. 
Minerals, particularly iron, may be lost at 
these times, or may combine with the excess 
of fatty acids to form insoluble soaps. Thus it 
is apparent that a museum of general and 
specific deficiencies may result from the loss of 
these various food constituents. The most com- 
monly recognized defect is an anemia which 
responds to iron administration. During the 
acute exacerbations, another more serious prob- 
lem may appear—that of acidosis, due essen- 
tially to the loss of the sodium ion in the stool. 
Rickets and tetany are rarer complications. 

A very interesting genetical study was 
carried out on a group of 120 ecceliae patients 
by Dr. Margaret Thomson™ working under 
Dr. Norma Ford Walker and in co-operation 
with Dr. J. H. Ebbs. She confirmed the ob- 
servation that eceliaec disease is familial, and 
that it tends to occur late in the birth rank of 
the family, the mother being older than the 
average. She also noted a striking incidence of 
diabetes mellitus in the relatives of these pa- 
tients—comparable to the family history of the 
diabetic patient. She formed the hypothesis 
that “ecliaec disease is a condition which ap- 
pears only in children of the diabetie geno- 
type, and that its expression in these children 
is favoured by factors (such as late maternal 
age and/or late birth order) which may pro- 
duce difficulties of prenatal growth by affect- 
ing the intrauterine environment”. 

Treatment.—According to Gee, “. . . if the 
patient can be cured at all, it must be by means 
of diet”. Thus, the prime principle of treatment 
is the institution of a high protein, low fat, low 
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carbohydrate diet. The first step is to reduce 
the food intake until the stools return to 
normal. This usually necessitates the use of 
protein milk* and eurdst (ad. lib.) as the sole 
items of diet for a variable period. Less severe 
cases may use defatted meats from the outset. 
As the child’s tolerance to food improves one 
strict diet is not likely to be applicable at all 
times because of the tendency to exacerbation 
of symptoms associated with infection and 
dentition. It is therefore wise to provide the 
mother with a list of foods in the order in 
which they may be tolerated, e.g., protein milk ; 
curds; seraped or strained defatted beef; egg 
white; cereal—rice, barley, cream of wheat; 
chicken, fish, lamb, liver, bacon; banana; toast 
or zweiback; skim milk; dezerta jellies; other 
cereals—pablum, ete.; applesauce; potatoes; 
other fruits and vegetables. 

Great individual variation is seen in the 
tolerance for the foods listed. It has already 
been pointed out that the disease involves 
the absorptive mechanism of both fat and 
earbohydrate. One of these is often more 
prominent than the other. It may become 
apparent in the course of dietary treatment 
that inclusion of_cereals in the menu is fol- 
lowed by an exacerbation of lose stools, in 
which case all starch-containing foods should, 
be avoided until an otherwise normal diet can 
be tolerated. Only one new food should be 
added at a time, and then only when stools have 
been normal for at least 3 weeks on the exist- 
ing regimen. Changes in the stools usually oe- 
eur during the first few days after any addi- 
tion to the diet, but if the abnormal stools per- 
sist, the new food should be withdrawn. 

Increased amounts of essential minerals and 
vitamins must be offered to offset the inade- 
quate absorption. Thus vitamins A and Dt in 


* Protein milk powder is available from (1) Borden’s 
Milk Products. C.M.P. brand. Full strength protein 
milk = 5 level tbsp. to 11 oz. cold boiled water. (2) Cow 
and Gate’s ‘‘Casinac’’. 

t Curds recipe—Obtain skim milk by removing as 
much cream as possible from 1 qt. pasteurized milk; 
heat in top of double boiler to not more than lukewarm 
temperature; dissolve 2 junket tablets in 1 tbsp. cold 
water; add this to lukewarm milk; allow to stand at 
room temperature for 1 hour or until set; warm gently 
again over hot water till whey separates on top and sides; 
drain off the whey; pour curds into pointed cheesecloth 
bag and drain in refrigerator over night; when dry, 
remove from bag, mash with fork, and put through 
potato ricer. 

¢ Desynon (Winthrop)—usual prophylactic dose— 
10 drops daily (vitamins A and D). A.D.C. (Parke- 
Davis)—usual prophylactic dose—10 drops daily (vita- 
mins A, D and C). Tri-vi-Sol (Mead Johnson)—usual pro- 
phylactic dose—10 drops daily (vitamins A, D and C). 
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water-soluble form should be prescribed in 
double the usual protective quantity. Vitamin 
C is given as ascorbie acid, 50 mgm. daily. 
Frequent check on the hemoglobin will indi- 
eate when additional iron should be included. 

It is generally accepted that vitamin B 
complex and crude liver are of value—possibly 
through the achievement of improved intestinal 
motilitv.* In the mild form of the disease, B 
complex given orally will suffice (1 tsp. three 
times a day), but in severe cases with grossly 
disturbed absorption the intramuscular route 
must be used. A satisfactory routine is to give 
on alternative days 2 ¢.c. of crude liver extract, 
and a like amount of crude B-complex for 2 
to 3 weeks, and to follow this with alternating 
weekly doses for a period of weeks or months. 
Although the benefit is variable, this form of 
treatment almost always appears to improve 
the appetite and disposition, and in some cases 
food tolerance is actually broadened. 


Because of the profound effect of infection 
on the patient with cceliac disease, the child 
should be protected as far as possible. Should 
infections occur, antibiotics must be used early 
and energetically. Foci of infection should be 
sought and treated, as they notoriously pro- 
long the dietary intolerance. 


A recent development which may influence 
the fat absorption of the celiac patient is the 
use of “wetting agents’t which make fats 
virtually water-soluble.?? Preliminary clinical 
work would indicate that this approach is a 
valuable one. 


It is generally accepted that approximately 
70% of eeliaes are able to tolerate a normal 
diet by 2 to 3 years of age. Another 25% are 
normal at 7 years, while the occasional patient 
shows symptoms up till 12 years. 

Celiac syndrome due to infection.—This con- 
dition is seen frequently and may present any 
of the features of true celiac disease, though 
to a lesser degree. The cardinal distinguishing 
feature is that here we have a history of pro- 
longed or repeated (usual parenteral) infection 
preceding the evidence of food intolerance. 


*It must be emphasized that only the crude prepara- 
tions of vitamin B and liver are of value. Synthetic 
mixtures of members of the ‘‘B’’ group and folic acid 
alone, have been of no benefit in our patients. 


+1. ‘*Polysorb’’ (polyoxyethylene sorbitan mono- 
leate)—B.D.H. Dose: 1 tsp. three times a day at meal 
times. 

2. ‘‘Sorlate’’—Abbott. Dose: 2 capsules three times 
a day. 
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Moreover, improvement follows treatment of 
the underlying infection. Management of this 
group of children differs in no way from the 
management of “true cceliacs”. 

Celiac symptoms due to allergy.— A small 
number of cases are observed where local 
allergic response on the part of the intestine 
may be postulated, the most common allergen 
being cow’s milk. The diagnosis may be estab- 
lished by the spectacular improvement follow- 
ing the institution of a milk-free diet. Where 
the onset of symptoms has followed closely on 
weaning, this cause may be suspected, but 
probably every case should be given a thera- 
peutic trial for 2 or 3 weeks off cow’s milk 
products. Where there is a strong family 
history of allergy, investigation for other pos- 
sible allergens may be indicated. 


SUMMARY 


The celiac syndrome has been described with 
special reference to the general clinical picture 
and treatment of celiae disease. Brief mention 
has been made of celiac symptoms due to re- 
peated or chronic infections and to allergy. 
Fibrocystie disease of the pancreas will be dis- 
cussed in detail in a subsequent paper. 
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Deaths due to hemorrhagic diathesis resulting from 
the use of dicoumarol (bishydroxycoumarin) have been 
reported. Over-enthusiastic reports leading to its general 
use prophylactically and therapeutically, coupled with 
the lack of adequate laboratory tests for its control, have 
resulted in an increased number of reported and un- 
reported fatalities—L. T. Wright and M. Rothman, 
Arch. Surg., 62: 23, 1951. 


Rather than love, than money, than fame, give me 
truth.—Henry David Thoreau. 
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ONCHOCERCA VOLVULUS IN ANGOLA, 
AFRICA 


W. E. Strangway, M.B., D.T.M. and 
Alice K. Strangway, M.A. 
Bié, Angola- 

N the year August 1949 to August 1950 220 

cases of infection with the filarial parasite, 
Onchocerca volvulus were diagnosed in Chis- 
samba Hospital, Angola, Africa. Seven of these 
infections were in Canadian missionaries resi- 
dent in Chissamba, and the others were in 
African patients from areas in the uplands of 
Bié. There were 163 males and 57 females. 
Ages varied from 3 to 80 years. 

Up to the present, we have been unable to 
find any reference in the literature to the oc- 
currence of Onchocerciasis in Angola with the 
exception of 1 case reported from the north 
of the colony by the medical mission of the 
Institute of Tropical Medicine to Angola in 
1945.4 

These patients had a variety of symptoms. 
The disease was usually manifested in one of 
three ways or in a combination of one of these 
ways. Eye conditions were common. Skin 
lesions with intense pruritus were frequently 
found and characteristic subeutaneous fibrous 
nodules often occurred. Diagnoses in all of 
these cases were completed by the finding of 
the parasites in the lesions. Eyes were anes- 
thetized with cocaine and snippings of the 
bulbar conjunctiva were taken. Microfilariz 
were found in these snippings, and also in skin 
snippings taken from affected areas by the use 
of novocaine anesthetic injected locally. In 
many cases large numbers of microfilariz were 
found in these tissues and in one case over 200 
were counted in one microscopic field. Nodules 
were excised and adult male and female worms 
were found in many of them as well as large 
numbers of actively motile microfilarie. In a 
few nodules adults only were found. Eggs as 
well as microfilarie were found in one skin 
snipping, and two eggs were found in the 
bulbar conjunctiva of one eye snipping as well 
as active microfilarie. These findings indicate 
that the uterus of a female worm was pierced 
since the parasites are viviparous. Adult para- 
sites must have been free in the skin and in the 
eye tissue. Confirmation of the type of filarie 
was made by staining the microfilarie with hot 
hemalum stain which demonstrated the charac- 
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teristics of the microfilariz of Onchocerca vol- 
vulus, namely, that they are unsheathed and 
that the nuclei do not reach to the tip of the 
tail. The adults showed the characteristic 
annular rings. 


Of the 220 cases here being reported, 107 had 
skin lesions only, 27 had nodules only, 21 had 
eye conditions only, 18 had both skin and eye 
conditions, 23 had both nodules and eye con- 
ditions, and 3 had skin symptoms accompanied 
by nodules. Onchocereal parasites were found 
in enlarged groin glands of 4 patients. Three 
of these glands contained adult filaria and the 
fourth showed’ microfilarize of Onchocera vol- 
vulus. Adult filarie and microfilarie were 
found in the tissue from 1 case of elephantiasis 
of the scrotum. The hernial sae of 1 patient 
contained adult parasites and the fluid from 1 
hydrocele contained active microfilarie. Van 
den Berghe’ describes the types of nodules 
which he has found in the Belgian Congo. In 
our work in Angola we have found these same 
types of nodules. Five nodules from 5 patients 
were found to be calcified. Three nodules from 
3 other cases were found to be degenerated but 
with parts of helminth bodies still distinguish- 
able in them. Four lipomas were found to con- 
tain living microfilarie of this species. 

The 2 remaining cases are perhaps the first 
of their kind to be reported. One woman was 
admitted with a history of profuse uterine 
hemorrhage and her uterus was found to be 
enlarged. She was wrongly diagnosed as 
carcinoma of the body of the uterus and a 
hysterectomy was performed. The uterus con- 
tained large numbers of small cysts scattered 
throughout it but no evidence of carcinoma 
was found either in the gross or in the tissue 
sections. Some of these cysts contained living 
microfilarie of Onchocerca volvulus and parts 
of bodies of adult parasites were dissected out 
of the tissue. Another woman was admitted 
for operation with a large, hard, painful uterus 
and a diagnosis of fibroid uterus was made. 
On removal it was found not to be a fibroid 
uterus but to contain large numbers of micro- 
filarie of Onchocerca volvulus. 

Blindness is a common result of infection 
with this parasite in this part of Angola. Of 
this series 21 were totally blind in one or both 
eyes and the majority of the others with eye 
conditions had impairment of vision. The eye 
conditions are characterized by a punctate or 
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interstitial keratitis with superficial corneal 
ulcerations. They are often associated with a 
black pigmented degeneration of the retina 
which leads to partial or total blindness. Four 
ot the positive eases had cataracts. Conjunctiv- 
itis and photophobia usually accompany the 
eye conditions. Intense pain is experienced due 
to inflammation and allergic reactions from the 
presence of the microfilarix in the eye tissues. 

Skin symptoms are sometimes manifested by 
an intensely itchy urticaria but usually a 


lichenoid condition of the skin develops and it. 


becomes thickened. At other times the skin 
becomes oedematous, tense and painful like a 
definite allergic reaction. Microfilariz were 
found in the skin of a patient with transient 
massive oedema of the arm and in 4 patients 
with chronic elephantiasis of the leg and foot. 


Nodules occur over the bony prominences. 
We have found them over the iliae crests, over 
the coecyx, on the knees, on the thorax and 
on the head. They are freely movable and are 
painless but the area surrounding them is in- 
tensely itchy. At times 30 or 40 adult para- 
sites have been found in one nodule and from 
1 to 15 nodules have been found in one patient. 


In all of these cases there has been a rise in 
the percentage of eosinophiles in the differ- 
ential white cell count. It has varied from 5 
to 538%. The majority of patients show a 
count between 15 and 30%. 

Van den Berghe? describes the finding of a 
larger microfilaria than any previously de- 
seribed. In Chissamba, a microfilaria was re- 
covered measuring 450 microns by 11 microns. 
It was found in a nodule removed from an 
African patient from over the coecyx. The 
nodule contained many adult parasites as well 
as numerous regular sized microfilariz around 
160 microns by 8 microns. 

Blacklock*® worked out the life history and 
found that the ‘‘buffalo gnat’’, Samulium dam- 
nosum was a vector of Onchocerca volvulus. A 
search was made for the vector in Bié. Mis- 
sionaries of Chissamba have used an area near 
the Cunje River as a holiday resort for many 
years. The Cunje River at this spot has many 
small falls and rapids and wooded banks. 
Many small black gnats were found here which 
were identified as Simulium damnosum. Dis- 
section were made of 209 of these gnats and 
20% were found to be.infected with Onchocerca 
volvulus. Skin forms of microfilarie were 
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found in the intestines. Thick, slightly motile, 
developing forms were found in the thorax, 
and the larger more active, infective forms 
were found in the thorax, proboscis and labium. 
From 1 to 10 larve have been found in each 
gnat. It seems certain that the missionary 
infections were acquired at this place. Various 
other rivers have been found to be infected 
with the gnat. The Quanza, Cucema, Coemba 
and Jombo Rivers as well as other smaller ones 
are infected. Patients have come from villages 
near all of these rivers. Positive cases have 
come from an area of about 15,000 square miles 
in Bié. 
TREATMENT 

Treatment with hetrazan* has been used. It 
has given good results in arresting the develop- 
ment of blindness in patients with impaired 
vision. Skin symptoms have been alleviated, 
but in most cases eosinophile counts have been 
very little reduced. Skin symptoms frequently 
recur four or five months after treatment has 
ceased. Severe reactions usually oceur during 
the first few days of treatment, but treatment 
has only had to be interrupted in two patients 
because of these reactions. In both eases it 
was resumed again after a week and com- 
pleted. It is the best treatment so far avail- 
able to us. Three of the cases with heavy 
microfilarial counts in the skin snippings had 
asthma which suggests that an allergy from 
the parasites was the etiological factor in its 
production. One of the patients was cured 
from the asthmatic condition after 3 courses 
of hetrazan. Follow-up after treatment was 
impossible in the other 3 cases. 

From the numbers of positive cases of 
Onchocerca volvulus infections appearing daily 
in Chissamba Hospital it is coneluded that 
onchocerciasis is a major problem in this part 
of Africa. Prophylaxis is difficult since many 
villages are situated along infected rivers, and 
infection of both persons and gnats is con- 
stantly occurring. 


SUMMARY 


1. An account has been given of 220 cases of 
Onchocerca volvulus infection occurring in the 
uplands of Bié, Angola, during the year August 
1949 to August 1950. 


* From the Lederle Laboratories Division, American 
Cyanamid Co., New York. 
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2. These patients exhibited blindness, nodules 
and skin lesions as the main manifestations of 
the disease. 

3. Onchocerca volvulus infections have been 
found to account for 2 diseased uteri removed 
at operation. 

4. Simulium damnosum was found to be the 
vector of the infection, and of 209 gnats dis- 
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sected, 20% were found to be infected with 
Onchocerca volvulus. 
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INTRAVENOUS MORPHINE IN 
OCULAR SURGERY* 


Ernest A. Johnson, M.D.+ 


Vancouver, B.C. 


HE difficulties that may arise in the sedation 

of patients in ocular surgery are well recog- 
nized. These may be even more troublesome in 
the postoperative stage, due to the use of one 
or other of the commoner barbiturates, even 
when these are given in approved dosage. 

The problem has occupied the attention of 
the staff of the Department of Ophthalmology 
of the Vancouver General Hospital for some 
time, and I shall describe our experiences with 
the use of intravenous morphine as a satis- 
factory answer to this anesthetic problem. We 
received most helpful suggestions from Dr. 
Carl D. F. Jensen of Seattle, Washington. 

By way of introduction to our experimental 
use intravenously of morphine, ephedrine and 
scopolamine, in combination, preoperatively, I 
would like to mention briefly something of the 
history of the preoperative use of probably 
the most important drug of this triad, 2.e., 
morphine, with or without the other drugs in 
combination. Dr. Jensen states that as early as 
1900 E. R. Lewis reported that Schneiderlin 
had used hypodermically repeated injections 
of morphine and scopolamine to raise the pain 
threshold to the point where he might perform 
major surgery with no pain and usually com- 
plete amnesia. About this time also Metzen- 
baum used this same combination in ear, nose 
and throat surgery. In 1903 Teinbuchel is re- 
ported by Lewis as having used a similar form 


* Read before the Section on Ophthalmology and Oto- 
laryngology of the British Columbia Medical Association. 

t Former Resident, Department of Ophthalmology, 
Vancouver General Hospital. 
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of anesthesia in obstetrics and this was known 
to the laity as “twilight sleep”. About this time 
also Lewis began using a similar combination 
(about one part morphine to 25 parts scopola- 
mine) as a basal anesthetic in otolaryngology 
and reported 15 years’ experience in its use in 
1923. During this time he had operated on 
many bad risks on which he would have hesi- 
tated to operate under the usual general anes- 
thesia, and he states that he felt justified in 
concluding that he had witnessed no severe 
side effects. 

The first report of morphine and scopola- 
mine (still in repeated doses hypodermically) 
ae used in ocular surgery was in 1907 by 

*. G. F. Suker in the American Encyclopedia 
a Dictionary of Ophthalmology. Segelken in 
1907 and Stulep in 1909 reported similarly in 
European journals on respective series* of ap- 
proximately 100 cases each of ocular surgery. 
Stulep found that difficult eye operations were 
simplified by quieting the patient and he ob- 
served no bad effects on the patient’s general 
condition even in the presence of systemic dis- 
eases. There were other reports of the hypo- 
dermie use of these drugs for general 
anesthesia around this same time, many good, 
some indifferent, and a few bad, until finally 
their use in this capacity faded into relative 
oblivion prior to the first great war. 

In recent years Dr. Jensen states that 
Vouters has “urged a combination of seopol- 
amine, morphine and ephedrine as a hypo- 
dermic injection for basal anesthesia in oph- 
thalmie surgery”. Although morphine was re- 
portedly injected intravenously on oceasion in 
the early years, it was not until Manhenky re- 
ported the use of intravenous morphine as an 
analgesic in 1925 that any real interest was 
taken in the use of this drug intravenously. In 
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1938 Dr. M. Salzer reported the results of his 
experience of 20 years’ use of intravenous 
morphine “without a single regrettable in- 
cident”. In 1943 Drs. D. Presman and S. Schotz 
reported a critical analysis of their results with 
intravenous morphine in 100 eases and felt that 
its greatest value in anesthesia was as an 
adjuvant to local infiltration and nerve block. 
They observed that side effects such as dizziness 
and tinnitus were minimized or eliminated by 
giving the injections slowly. They further ob- 


served that the tense, restless, apprehensive. . 


patient became very quiet and even slightly 
euphoric and that this was of inestimable value 
to the surgeon, often turning so-called failures 
in regional anesthesia, due to no other reason 
than the patient’s expectancy of being hurt, 
into outstanding successes. They felt that due 
to the analgesic effect of the morphine altering 
the transmission of the pain impulse from the 
periphery to the cerebral cortex, the patient 
‘is unperturbed even by the presence of pain of 
which he is actually aware. 

During all this experimentation with these 
drugs, careful cognizance of course was taken 
of their margin of safety when used by this 
most potent intravenous route. Dr. Jensen 
quotes Schotz as stating: “If the intravenous 
injection of morphine sulphate and sodium 
pentothal, both depressants of the central 
nervous system, does not produce respiratory 
embarrassment, one need not be overly con- 
cerned with so-called hazards of intravenous 
morphine alone’. In supporting our combina- 
tion of scopolamine and ephedrine with the 
morphine, Dr. Digby Leigh has pointed out that 
both scopolamine and atropine used with 
morphine tend to decrease some of the un- 
toward effects of the opiates, particularly 
those of nausea, vomiting and respiratory de- 
pression. In the same vein we have the evidence 
of Dr. J. Adriani of Springfield, Illinois, report- 
ing in “Techniques and Procedures of Anes- 
thesia” as late as 1947, that the scopolamine en- 
hances the cortical depression of morphine 
without depressing respiration. So, by increas- 
ing the cortical depression and lessening the 
respiratory depression of the morphine, scop- 
olamine appears to be the logical choice of 
drug to use in this combination. 

In answer to the natural query which needs 
must arise in all our minds re the danger of 
postoperative vomiting with the use of mor- 
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phine, Dr. C. J. Betlach of the Mayo Clinic 
points out that “vomiting follows intravenous 
injection less frequently than subcutaneous in- 
jection because the vomiting centre is de- 
pressed more rapidly in the former method”. 
With regard to the incidence of this postopera- 
tive vomiting various writers have also empha- 
sized the value of minimal movement of the pa- 
tient after he has received the morphine, be it 
intravenous or otherwise, and I believe this 
point is well worth keeping in mind. Our own 
series of cases, to be summarized later, certainly 
tends to bear out these facts. As already 
mentioned, Vouters was the first to add 
ephedrine to the morphine-scopolamine combin- 
ation and justifies its addition by the fact that 
ephedrine is an excitant of both the respira- 
tory centre and the central nervous system and 
so opposes the depressant effects on these 
centres by the morphine without diminishing 
the narcotic effect of the morphine-scopolamine 
association. 

Now, why do we use it intravenously instead 
of hypodermically as did Vouters and so many 
of the earlier proponents of the use of such a 
combination for basal anesthesia? Here again 
we must give Dr. Jensen credit for giving us 
what he found to be the optimum amounts of 
each of the respective drugs and the technique 
of their intravenous use. Of interest is the list- 
ing by Dr. C. J. Betlach of the various ad- 
vantages of the intravenous over the subcu- 
taneous method of administration. The main 
advantages appear to stem from the quick 
arrival at the full analgesic effect and the 
ability to give it at the moment it is needed, 
thus resulting in more accurate regulation of 
the dosage required. A small amount may be 
injected slowly so that any idiosynerasy may 
manifest itself, and then the balance slowly 
injected until the desired effect is obtained. 
Practically all investigators appear to agree 
that there is no greater danger in the intra- 
venous than in the subcutaneous route of in- 
jection. By way of interest while on this 
particular point it is noteworthy that Drs. 
Light and Torrance reported in 1929 that, in 
working with addicts, they had injected as 
much as 30 grains intravenously in 214 hours 
in a patient whose previous normal dosage had 
been 17 grains in 24 hours. In this instance all 
clinical and laboratory findings remained 
normal. Personally, I remember the case of a 
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female patient who admitted taking 30 grains 
of morphine at one dose and I am quite sure 
that this was taken intravenously as only in 
this way does the addict get his best results 
with the minimum amount of drug and the 
minimum expense. 


In preparing the morphine-scopolamine- 
ephedrine solution for intravenous use in the 
Eye Department of the Vancouver General 
Hospital we enlisted the willing aid of the 
hospital pharmacy. The pharmacy co-operated 
in every way and in spite of this took from 
September to December to iron out all the 
wrinkles in the preparation of the solution and 
deliver a supply to us which they felt was safe 
for intravenous use. In our instructions to them 
we of course followed closely the technique of 
preparation given us by Dr. Jensen but, in spite 
of this, much trouble was encountered in ob- 
taining a final solution completely free of all 
foreign matter and suitable for intravenous 
use. We used it on our first case on December 
16, 1949 and it has been used on practically all 
staff cases and a gradually increasing number 
of private cases since then. 


The preparation of the solution is, briefly, as follows: 
Empty 25 ¢.c. serum vials were sterilized to receive the 
solution. The solution, containing 44% chlorobutanol with 
morphine sulphate grains %4, scopolamine grains 1/200, 
and ephedrine sulphate grains 1/6 to each 4 c.¢c., is 
prepared and filtered into the vials through an ultra fine 
sintered glass suction filter. The vials of the solution are 
then minutely examined for foreign matter and, if they 
pass this test, are stoppered with rubber caps and 
sterilized at 120° C. for 17 minutes. After cooling they 
again must pass rigid inspection prior to being pro- 
nounced ready for use. 


The administration is of course by the intra- 
venous route, as a rule 3 to 4 ¢.c. being drawn 
into the syringe, depending on the amount to be 
injected. Roughly, we have followed what seems 
to be the recommended amounts of the drugs as 
represented by 4 ¢.c. of solution on good-sized 
healthy patients up to 55 vears of age, 3 ¢.c. on 
average individuals from 55 to 70 years of age, 
and 2 ¢.c. on thin patients 65 years and above, 
and on practically all patients over 75 years of 
age. On occasion we have used somewhat larger 
doses than the above to more accurately deter- 
mine ranges and effects and, although we have 
had no untoward reactions, would recommend 
the above dosage schedule as being safe. The 
solution is administered after the usual pre- 
medication, which has varied with different 
operators but has been sodium amytal gr. 3 H.S. 
repeated two hours preoperatively in most cases. 
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The solution is best administered in the operat- 
ing room before the local nerve blocks and the 
final preparation of the patient. The one im- 
portant point in the administration of this solu- 
tion is that it be given slowly, allowing two full 
minutes for the administration of each e.e. 
Here again -we have experimented with more 
rapid administration and, although no untoward 
reactions were encountered apart from an in- 
erease over the usual tendency toward a slight 
tachyeardia, again would recommend keeping 
fairly close to the above-mentioned rate of dd- 
ministration. 


There are various methods of facilitating this 
administration so that the slow rate of injection 
will not be too trying to the patience of the 
operator nor to that of the operating room staff 
who seem to be forever plagued with what they 
feel to be, and often rightly so, unnecessary 
delays. The operator might have an assistant 
give the injection while he scrubs up and gives 
the nerve blocks. Also, it is possible for the 
operator to start the injection, tape the syringe 
to the patient’s arm with the needle in situ in 
the vein, place another strip of either adhesive 
or scotch tape between the upper end of the 
syringe plunger-and the barrel to prevent the 
syringe being filled with blood by the intra- 
venous pressure forcing blood into the barrel 
and thus pushing the plunger out, and then 
allowing the nurse to proceed gradually with 
the injection either steadily or at 15 to 30 second 
intervals, so long as the solution is administered 
at an approximate rate of 1 ¢.c. per two minutes. 
In this latter method the operator may leisurely 
proceed with his local nerve block while, at the 
same time, he is able to supervise the continued 
injection of the solution by the nurse. He can also 
keep a close watch on the patient to observe how 
he is reacting to this continuing injection. No 
time is lost, as the local injecting is being carried 
on concurrently with the intravenous injection 
and, if not already scrubbed up, the operator can 
even be serubbing while the patient is being 
finally prepared following the injection, both 
general and local, of all the anesthetic solutions. 
The maximum depressant effect occurs in ap- 
proximately 7 to 10 minutes, the maximum 
psychic sedative effect begins in about 10 min- 
utes, and the maximum analgesic effect takes 
place in about 20 minutes. 


One must bear in mind, among other things, 
the possibility of bronchial muscle spasm which 
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very occasionally occurs with the use of mor- 
phine sulphate. In the majority of patients it is 
of no particular consequence but may of course 
be dangerous if the patient happens to be a 
victim of bronchial asthma. This allergic finding 
is the only contraindication to the drug men- 
tioned in the literature and even this is probably 
largely offset by the anti-allergie effect of the 
ephedrine component. Two things further must 
be remembered, first, the possible harmful effect 
of the ephedrine in the solution on the blood 


pressure of hypertensives, and secondly, the. 


effect of both ephedrine and scopolamine in 
causing varying degrees of tachyeardia which of 
course might well initiate an anginal attack or 
even a coronary thrombosis in a pre-disposed, 
i.€., angina pectoris patient. This latter effect is 
minimal with the recommended slow injection. I 
could find no mention in the literature of any 
of these possibilities nor of their having oc- 
eurred, but then neither apparently have there 
been any other very serious consequences 
reported. 


In this analysis we include 101 ocular cases 
operated on under local anesthesia in which 
we have used intravenous morphine-scopol- 
amine-ephedrine solution, preceded by the use 
of pre-medication as mentioned above, and fol- 
lowed by the usual local infiltration, nerve 
blocks and/or topical anesthesia. All but 24 of 
these operations have been intraocular, have 
not had one alarming untoward reaction, and 
we look favourably upon the various ad- 
vantages of this method with, however, the 
very sober realization that, used indiscrimin- 
ately or improperly in any way, it can react un- 
favourably. However, is this not true of many 
of the better components in our present day 
modern therapeutic armamentarium ? 

Our present series is roughly divided into 77 
intraocular and 24 extraocular operative pro- 
cedures. 


The 77 intraocular cases ineluded: 


33 intracapsular cataract extractions; 12 extracapsu- 
lar extractions; 2 postoperative wound repairs; 2 irid- 
ectomies ab externo; 8 broad base iridectomies; 7 
iridenclesis operations; 3 combined iridenclesis-irid- 
ectomies; 4 iridenclesis with sclerectomy; 1 transfixation 
of the iris; 3 Elliot trephines; 2 cyclodialyses. 


The 24 extraocular cases included: 


3 dacryocystectomies; 6 muscle operations; 2 dia- 
thermy punctures; 1 excision of globe; 2 enucleations; 2 
Blaskovie operations; 1 Kundt-Zymanowski operation; 
1 mucous membrane graft; 2 entropion plastic -repairs; 
4 other plastic operations. 
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The age groups in this series were as follows: 


Years 


20 to 30 
30 to 40 
40 to 50 
50 to 60 
60 to 70 
70 to 80 
over 80 


It so happened that no cases under twenty 
years of age were given this type of basal 
anesthesia although there would seem to be 
no special contra-indications to this providing 
the dosage is adjusted accordingly. 

A striking absence of severe side effects is 
shown by the fact that mild dizziness was com- 
plained of in only two eases; mild tachyeardia 
was complained of also in two caseg$ but was 
noted in varying degrees objectively in ap- 
proximately 25% of our cases; respiratory de- 
pression with slight cyanosis was noted in only 
three cases (the addition of the ephedrine to 
the morphine-scopolamine solution is ap- 
parently the factor which practically eliminates 
this occurrence) ; morphine idiosynerasy was not 


noted. 


Regarding the postoperative effects: mild 
headache was noted in 6 eases; mild to 
moderate nausea in 10 cases; vomiting in 4 
cases; and mild postoperative excitement in 3 
cases. 

It was felt that the incidence of postoperative 
reactions was much less than we had previously 
encountered with other forms of heavy pre- 
operative sedation, and thus less than we might 
expect to have encountered in these same cases 
with our former types of premedication alone, 
without the subsequent use of the intravenous 
solution. In addition we had a much quieter 
and more co-operative patient on whom to 
operate and one who, in most cases, remembered 
nothing or very little regarding his or her 
operation. 


SUMMARY 


1. A series of 101 unselected ophthalmic 
surgical cases, operated on under local anes- 


thesia, in which a_ morphine-scopolamine- 
ephedrine solution was administered intra- 
venously, is presented. 

2. The proportions of the drugs used were 
morphine sulphate gr. 1/4, ephedrine sulphate 
gr. 1/6, scopolamine hydrobromide gr. 1/200, 
with 1/2% chlorobutanol dissolved under 
sterile conditions in 4 c.c. of triple distilled 
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water. (Just recently we have had a solution 
prepared containing 1/300 gr. instead of 1/200 
er. of scopolamine with the idea in mind of 
reducing the incidence of tachycardia but since’ 
the dosage of gr. 1/200 of scopolamine should 
have only partial bearing on the degree of 
tachycardia, and the ephedrine also has some 
bearing on its production, it is doubtful if this 
rariation in the scopolamine ratio will make 
any major change in the incidence of this find- 
ing. However, it did appear to help in three 
cases in which we have used the lower amount 
and if combined with the very important factor 
of slow injection it may be possible to further 
reduce the incidence of this mild, and harmless 
in the majority of cases, tachyeardia. We 


would not like to decrease the proportion of 
ephedrine due to its important advantages in 
the solution. ) 

3. It was noted that psychic sedation was 
obtained in about 10 minutes, and maximum 
analgesic action in about 20 minutes, with vary- 
ing degrees of amnesia being an important ac- 
companiment to this type of basal anesthesia. 

4. It must be finally re-emphasized that for 
best results the solution should be given slowly 
and under such circumstances severe effects are 
practically unknown. 

5. Although such may have occurred, so far as 
I know there has not been one case of morphine 
sensitivity reported in the literature with the use 
of this type of intravenous basal anesthesia. 





ANEURYSM OF THE PULMONARY 
ARTERY 


M. G. Israels, M.D., F.R.C.P.[C.] 


Regina, Sask. 


WO comprehensive reviews of the literature 

by McGavock and Boyd in 1939 and Deterling 
and Claggett in 1946 show that true aneurysm 
of the pulmonary artery is of rare occurrence. 
Among 35,757 consecutive autopsies by three 
groups of workers none was_ encountered. 
Deterling and Claggett reviewing the material 
at Mayo Clinie from 1910-1946 found only one 
ease in 17,545 autopsies. They report that from 
the year 1785 to 1946 only six aneurysms of the 
pulmonary artery were found in 4,126 cases of 
various aneurysms occurring in the thorax. 

The term aneurysm is not indicative of simple 
dilatation of the vessel, but must entail some 
destruction or damage to one or more coats of 
its wall. Hence the chief criterion of proof lies 
in autopsied cases. 

Oftentimes outspoken clinical findings may 
indicate the diagnosis ante-mortem, although 
symptomatically there is nothing that would dis- 
tinguish it from other forms of heart disease. 
The possibility of confusing it with other organic 
lesions involving heart or lung -is great and the 
diagnostic criteria lie mostly with the roentgen- 
ray appearance, and their accurate interpre- 
tation. 

In contrast to aortic aneurysms, pulmonary 


x 





aneurysm occurs at an earlier age and has an 
equal sex distribution, as opposed to predomi- 
nantly male occurrence of aortic aneurysm of 
approximately 6:1. The majority of recorded 
eases show 85% involving the main trunk. In 
10% the pulmonary trunk and both main trunks 
were involved. The commonest type occurring in 
the trunks is the saccular and most often in- 
volves the left branch. 


Etiology. — Numerous conditions can cause 
dilatation of the pulmonary artery: congenital 
anomalies, such as inter-auricular septal defect, 
patent ductus arteriosus, unequal division of the 
truneus arteriosus, pulmonie stenosis, anomalies 
of the pulmonary valves. Pulmonary hyperten- 
sion due to emphysema, fibrosis, ete., or disease 
of the finer pulmonary arterioles, due to pul- 
monary arteriosclerosis or associated with mitral 
stenosis. Diseases that directly affect the arterial 
walls such as syphilis, atheroma and mycotic in- 
feetion. Congenital aneurysms have also been 
recorded. 


Non-specifie arteriosclerosis has been recorded 
in at least 23% of cases. 

Clinical symptoms.—Early in the disease these 
are not distinctive enough to separate them from 
any other form of heart disease. There may be 
palpitation, increasing exertional dyspnea, 
cough and chest pain which may be precordial 
in location. Cyanosis can oceur especially in the 
presence of.a congenital lesion. @idema is usu- 
ally absent, and can occur transiently or termi- 
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nally. The presence of blood-streaked sputum or 
gross hemoptysis has been reported. 

Physicai findings——The outstanding feature 
on physical examination is the presence of a 
rough systolic murmur in the second or third 
left interspace. This may or may not be accom- 
panied by a thrill. There is usually no transmis- 
sion of the murmur, and it may not be accentu- 
ated in the presence of thrombus within the 
aneurysmal sae. Right-sided enlargement is al- 
most always found in well developed eases. 


The radiological findings are the most diag- 
nostic in 
antero-posterior direction there is marked bulg- 
ing of the pulmonary shadow, and right-sided 
cardiac enlargement. In the right anterior 
oblique view the aneurysmal shadow encroaches 
on the retrosternal space. This is seen when the 
right main branch is involved. A hilar pattern 
which is sharply defined, particularly on the 
right, is a valuable sign in the x-ray diagnosis. 
This is often mistaken for bronchogenic carci- 
noma. The presence of Pezzi’s sign (hilar dance) 
on fluoroscopy is helpful, but oceurs also in 
patent ductus arteriosus and _ inter-auricular 
septal defect. In the differential diagnosis aortic 
aneurysm, patent ductus arteriosus and patent 
inter-auricular septal defect are the most diffi- 
cult to rule out. 


The following case involving the trunk and two 
main branches of the pulmonary artery is the 
first recorded in Regina in a period covering 
fifteen years and 2,462 autopsies. 


CASE REPORT 


S.B., white, female, aged 57 years, first came under 
observation on September 30, 1938, complaining chiefly 
of dyspnea, vertigo and fainting spells. Two weeks be- 
fore she had a fainting spell of a major type. Apart 
from her weakness and dyspnea she had no other com- 
plaints, Her general health had always been good until 
two years ago when she first noticed increasing weakness, 
and breathlessness on mild exertion. There was no history 
of rheumatic fever or hypertension, and the patient was 
never cyanosed. There was no cough or expectoration of 
blood-streaked sputum. She had no chest pain. 

The physical examination was essentially negative 
except for the cardiac findings which showed a grade 
iii rough systolic murmur over the second left interspace. 
There was no transmission of the murmur, and no 
palpable thrill. Clinically the heart was normal in size, 
blood pressure 120/80 and lung fields clear. Remainder 
of the examination was negative. 

The teleroentgenogram showed demarcated masses in 
the right pulmonary root and one of greater density in’ 
the left root with fullness in the region of the pulmonary 
conus and left atrium. The radiologist’s report suggested 
lymphoma in both hilums. The fluoroscopy showed 
marked pulsations over the pulmonic area, but no marked 
‘*hilar-dance’’ was noticed. . 

Laboratory tests showed negative serum Wassermann, 
red blood cells 5,500,000, Hb. 115%, urinalysis negative. 
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She was discharged after several days and carried on 
fairly well until March 31, 1942, when she was admitted 
to hospital with severe epistaxis. Her intervening history 
was not significant except for the fact that her dyspnea 
was increasing, and in the past week she claimed she 
could not walk 100 feet. She complained of greater weak- 
ness. Her appetite was good, she slept well and had no 
nocturnal dyspnea. 

The clinical examination showed her weight to be 
130 pounds (she weighed 124 pounds in 1938). Her gen- 
eral appearance did not indicate severe illness. Her colour 
was good. The examination of the head and neck was 
negative. There was no palpable thyroid or any cervical 
adenopathy. 

The heart was grossly enlarged and there was a 
marked systolic murmur over the second left interspace. 
The rhythm was regular and blood pressure was 150/90. 
The. lung fields were clear. The abdominal examination 


‘ was negative, and there was no clubbing. The blood 


showed a Hgb. of 95%, red blood cells 4,870,000, white 
blood cells 6,650, normal differential. 

A repeated chest film showed the cardiac diameters 
increased considerably over the initial film in 1938, a 
more prominent pulmonary conus, and sharply demar- 
eated shadows in both hila. These masses now showed 
calcification within them. 

She was seen again on May 5, 1944, with progressive 
symptoms of dyspnea and weakness and repeat exam- 
ination showed no essential change in the physical find- 
ings as of April, 1942. She died suddenly on May 8, 1944. 


AUTOPSY REPORT 


The heart weighed 410 grams and lay freely in its 
pericardial cavity. The right auricle appeared to be 
dilated so that its capacity was increased about 50%, 
while moderate dilatation of the right ventricle was 
noted also. In situ the pulmonary conus appeared to be 
very large. The left ventricular wall measured 1.3 em. 
in average thickness, while the right measured up to 
1.3 em. The mitral valve orifice measured 9.7 cm. in 
circumference, the aortic 7.2 em. There was a little 
chronic sclerotic thickening of the free edges, and basal 
calcification was seen in the aortic valve cusps. The 
markedly dilated pulmonary valve measured 12 cm. in 
circumference, while the tricuspid measured 12.3 em. 

The coronary arteries were freely patent throughout 
and their intimal surfaces possessed slight amounts of 
elevated golden-yellow atherosclerotic plaquing. A super- 
numerary right coronary artery was present. 

The aorta was slightly lax and redundant and its 
intimal surface possessed marked amounts of elevated 
golden-yellow and pearly white atherosclerotic plaquing. 
In the arch of the aorta a little linear grooving of the 
intimal surface was seen. 

Pulmonary arteries.—As noted previously the pulmo- 
nary valve measured 12 cm. in circumference. The pul- 
monary conus was also markedly dilated and at its widest 
point measured 15 cm. in circumference. From the valve 
orifice to the bifurcation into right and left pulmonary 
trunks, the pulmonary artery measured 6 ecm. in length. 
Both the right and the left pulmonary arteries were 
markedly dilated so that a firm area was found in the 
hilus of the left lung and a similar area was found in 
the hilus of the right although this one extended later- 
ally for a greater distance than the left. The orifice of 
the left pulmonary artery measured 5.5 cm. in diameter 
while that of the right measured 5 cm. The left pulmo- 
nary artery had an aneurysmal dilatation of its main 
trunk. This was saccular in shape and measured 7 cm. 
in length and 3.5 cm. in average thickness. The dilata- 
tion stopped rather abruptly in the secondary divisions 
of the artery. It contained a large mass of golden- 
yellow and pale reddish-brown clot which measured 2 em. 
in average thickness although it tapered as one pro- 
ceeded into the distal portion of the aneurysm. Some of 
the clot contained granular calcific material. For the 
most part the surface was smooth although it was split 
to expose a granular greyish-cream surface. The 
presence of this clot had markedly stenosed the lumen 
of the vessel so that its calibre measured approximately 
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1/3 the diameter of the vessel although this was still 
considerably larger than the normal pulmonary artery. 

The aneurysm in the right pulmonary artery was 
essentially similar although it measured 8 em. in length 
and 3.7 cm. in average diameter. 

The left lung weighed 280 gm. and lay freely in its 
pleural cavity. The outer surface was a bluish-purple 
and reddish-purple in colour while the cut surfaces was 
similarly coloured. A little red frothy watery fluid ma- 
terial could be expressed from the surface with pressure. 

The mucosal surfaces of the bronchi were a reddish- 
brown in colour and a little slightly viscid mucoid 
material was attached to the walls. 

Distal to the aneurysm of the main division of the 
pulmonary artery there was slight to moderate amount 
of pulmonary atherosclerosis. 








and this was thought to be a small organized infarct. 
Throughout the lungs there was considerable vascular 
congestion and moderate amounts of serous transudate 
with a few heart-failure cells intermingled were also 
seen. 


This was a case of pulmonary aneurysm 
arteriosclerotic in origin. In retrospect the out- 
spoken radiological findings of clear-cut hilar 
masses which first suggested the possibility of 
lymphomatous tumour, together with the cardiac 
silhouette, are practically diagnostic of the 
lesion. 


yd 


Fig. 1.—Taken September 30, 1938. Shows well demarcated hilar shadows particularly 


on the right. A prominent pulmonary conus. No gross cardiac enlargement. Fig. 2.—May 
5, 1944. Showing generalized cardiac enlargement, well demarcated shadow at right hilum, 
prominent pulmonary conus showing calcified areas. Fig. 3.—Left lateral, May 5, 1944, 
showing encroachment of right ventricle and enlarged pulmonary conus on the retro-sternal 


space. 


The right lung weighed 400 gm. and was similar in 
all respects to the left on a slightly more intense scale. 
The autopsy findings otherwise were not remarkable. 

Microscopically, sections of the right ventricle re- 
vealed considerable hypertrophy of the myofibrils and 
many of them possessed smudgy and hyperchromatic 
nuclei. There was slight to moderate coronary arterio- 
sclerosis. The fibres from the left ventricle were notice- 
ably smaller than those of the right, but they too pos- 
sessed hyperchromatic nuclei with a little increase of 
lipochrome at their poles. Throughout there was moderate 
fatty degeneration. 

There was marked atherosclerosis of the aorta. 

Sections of the aneurysms showed a considerable 
amount of atherosclerotic plaquing which in some areas 
had destroyed the media by pressure atrophy. Where the 
media was not too compressed there appeared to be 
diminution in the elastic tissue present. A considerable 
amount of thrombotic material was present in the 
aneurysms but these possessed a lining of endothelium. 
Evidence of recent hemorrhage was noted in all of the 
atheromatous plaques and in some a moderate amount 
of calcific material was noted. 

Sections of the lungs revealed marked pulmonary 
arteriosclerosis so that the calibre of the lumina was 
markedly diminished. The venules were also moderately 
sclerosed. In some sections small emboli which re- 
sembled the material found in the aneurysms were seen 
in some of the terminal divisions of the pulmonary 
artery although no infarct had been produced. One 
scarred and partially hyalinized area was encountered 


Of all the criteria the x-ray should make the 
diagnosis in most cases. 

In unilateral cases ligation of the pulmonary 
artery could be carried out with subsequent 
pneumonectomy, Dr. Claggett attempted liga- 
tion in his reported case but due to the size of 
the vessel and advanced arteriosclerosis this was 
not feasible and was abandoned. 
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THE Cast SyNDROME.—Application of a body cast 
may initiate acute gastric dilatation leading to in- 
tractable vomiting and death. The mechanism is not 
certain but presumably is due to pressure effect of the 
east. While such a catastrophe is not common it should 
be borne in mind and prompt treatment carried out in 
all patients with body casts who develop persistent vomit- 
ing. Such treatment should consist of immediate gastric 
intubation, removal of the cast, if necessary, and strict 
regulation of body fluids——Dorph, M. H., New England 
J. Med., 243: 440, 1950. 
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CEREBRAL VASCULAR ACCIDENTS* 


Dwight Parkinson, M.D.} 


Winnipeg, Man. 


ROBABLY nowhere does the physician feel so 

helpless and so small in the imploring eyes of 
the waiting relatives as when confronted with a 
patient hemiplegic or unconscious, or both, who 
was a few moments before a healthy, active 
citizen. As with any problem one must approach 
the situation with an orderly classification of 
the variants. No problem of such complexity is 
classified as simply as the cerebral vascular ac- 
cidents. There are but two main types of lesions 
—those due to infarctions, and those due to 
hemorrhage. 


An infarction may be due to embolism, throm- 
bosis or perhaps spasm. Hemorrhage is of two 
types, intra-cerebral and subarachnoid. Not 
uncommonly both occur together as an intra- 
cerebral hemorrhage may rupture into a ven- 
tricle or through the cortex. Conversely, a 
primary subarachnoid hemorrhage may burrow 
deeply into the cerebral substance. 


There is no certain clinical differentiation be- 
tween a cerebral infarction and an intra-cerebral 
hemorrhage: either may be steadily or inter- 
mittently progressive; or may be abrupt; either 
may be massive or slight; either may come on in 
sleep or in agitation; either may show fairly 
rapid improvement. Help may be found in ae- 
curate localization. Nearly all cortical lesions are 
thrombotic, nearly all capsular and basal ganglia 
lesions are hemorrhagic. 

Infarction—With an obvious source, such as 
endocarditis, a cerebral vascular accident may 
properly be assumed to be due to embolism. 
Whether spasm actually produces cerebral symp- 
toms is still open to question. There is very 
scanty muscularis in the media of the cerebral 
vessels. A thrombosis may be venous, producing 
a red infarct, or arterial, producing a white 
infarct. 

There is another group of very definite syn- 
dromes which, if recognized can be labelled 
with certainty as thromboses. These are the 
syndromes of the brain stem arteries of which 
the posterior inferior cerebellar is by far the 
most common. These syndromes are in stand- 


* Read at the Annual Meeting of Manitoba Division 
of C.M.A., Winnipeg, October 4, 1950. 
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ard texts of neurology and need not be re- 
peated here.. 

In general it may be said that if the neuro- 
logic picture is out of all proportion to the 
amount of intracranial distortion visualized, 
then the condition is not surgical and is prob- 
ably thrombotie (Case 1). 

Having once decided that a lesion is in- 
farction the treatment is legion. As usual this 
means there is no really effectual therapy. 
Stellate block has many capable advocates.” 
Anti-coagulants should never be used without 


‘first examining the spinal fluid for blood. 


Whether one prescribes nicotinie acid or 
whisky as a vasodilator matters little, at least 
clinically. 

No matter what one’s initial impression and 
method of treatment may be one should follow 
three dicta: first, determine and record as 
nearly as possible the exact location and extent 
of damage at the first visit; second, observe 
in the follow-up period whether the condition 
improves, stays the same or progresses; third, 
observe whether subsequent attacks indicate in- 
volvement of the same region. For instance, a 
man may have several episodes consisting of 
transient aphasia, then an episode of aphasia 
and weakness of the right hand. In any such 
case that does not improve, or that progresses, 
or that repeats in adjacent areas, one must 
entertain the possibility of an 
lesion. 


expanding 


The differential diagnosis between a vascular 
accident and a brain tumour even yet taxes the 
ingenuity of the master neurologist. If a visual 
field defect is present it may not only localize 
the lesion but may indicate whether it is vaseu- 
lar or new growth. The vascular lesions tend 
to give a precipitous slope between the isopters 
for enlarging targets. The slope for a tumour 
is more gentle. 


‘*Patients may be admitted to a hospital re- 
peatedly before they come in with a hemiplegia 
which remains. It is especially noteworthy that 
weeks or months may thus pass, sometimes 
with incomplete recovery between attacks, be- 
fore the thrombosis becomes permanent.’’!? It 
is also especially noteworthy that some of these 
at a later date turn out to be brain tumours. 
It is better to investigate ten vascular accidents 
for an expanding lesion than to bury one men- 
ingioma as_ repeated vascular 


(Case 2). 


accidents 
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Intra-cerebral hemorrhage.—The rapid fulmi- 
nating intracerebral hemorrhages offer little 
opportunity for therapy of any type. In those 
surviving long enough attempts have been 
made to evacuate the clot and stop the bleed- 
ing with occasional success.° This probably 
will be done more frequently in the future. It 
must be remembered, however, that whatever 
cerebral tissue is destroyed by the hemorrhage 
and whatever is destroyed by the surgeon for 
exposure will remain destroyed. 

The less vigorous hemorrhages offer more op- 
portunity for relief. These usually stop spon- 
taneously and the residual clot may behave much 
as a tumour would. Removal of the clot and 
coagulation of the bleeding points may give 
considerable relief (Case 3). 

Spontaneous subarachnoid hemorrhage.—Less 
than 10% of the spontaneous subarachnoid 
hemorrhages are caused by tumours,*? heman- 
giomata, blood dyserasias, metastases, intra- 
cerebral hemorrhages that burst through, 
arterio-venous aneurysms, ete. (Case 4). Over 
90% are caused by leakage from a congenital 
aneurysm of the berry or saccular type. These 
devastating hemorrhages occur usually in 
young people, occasionally preceded by minor 
warnings of simple headache or migraine. 


The mortality rate in large series is exceed- 
ingly high. From one-third to one-half die in a 
first attack. About the same proportion of the 
survivors will suecumb in the well nigh in- 
evitable following attacks. Many of the final 
survivors are neurologic eripples.* 1° 

Whether these aneurysms result from de- 
velopmental weaknesses in the muscle walls at 
bifureations or from unresolved vestigial re- 
mains of a normal primitive vascular tree’ 
matters little clinically. It is important that 
over half of them occur anteriorly about the 
circle of Willis where surgical approach is com- 
paratively easy.” ° 

These aneurysms may usually be visualized 
by carotid angiography, occasionally supple- 
mented by air encephalogram or ventriculo- 
gram (Case8 5, 6 and 7). Once visualized the 
advisability of following conservative or radi- 
cal methods of treatment may be decided. It 
will always be a difficult decision, involving 
such intangibles as the individual’s mathemati- 
eal probability of survival and the probable 
results of clipping the necessary vessels to trap 
or remove the aneurysm. It must be remem- 


bered that frequently these aneurysms are 
multiple. Loss of consciousness, vomiting and 
convulsions are all very unfavourable prog- 
nostic features.® 


Conservative treatment consists in supportive 
methods in general, symptomatic relief, and 
one of two regimens of draining the body fluids. 
Some believe in daily drainage of the bloody 
cerebrospinal fluid with lowering of the pres- 
sure. Others feel it is better to leave the hydro- 
static tamponade of the cerebrospinal fluid at 
as high a pressure as tolerated and, if anything, 
lower the arterial pressure during the acute 
attack with phlebotomy. There are no large 
series to support either regimen nor have 
mortality rates appeared on any large series of 
aneurysm surgery. However, the mortality in 
capable hands does not approach the mortality 
of the untreated disease.” 1° 1° 

The minimal investigation of these intra- 
cranial vaseular accidents consists of a localizing 
neurologie examination, skull x-rays, and a 
cautious lumbar puncture without Queckenstedt. 
Further investigation, consisting of electroen- 
cephalogram,* '° air-encephalogram, and/or an- 
giography performed as early as possible, is 
indicated in the following : 

(1) The cerebral vascular accident in any 
person who appears to the practitioner as too 
young to have a ‘“‘stroke’’. (2) Any cerebral 
vascular accident with gross subarachnoid blood. 
(3) Any repetitive stroke which on neurologic 
examination indicates injury to adjacent areas 
or even to one hemisphere. (4) Any cerebral 
vascular accident which over a period of months 
progresses rather than remains stationary or 
improves. f 

It is not supposed that absolute indications 
for operative interference in the cerebral vascu- 
lar accidents can be set forth now or perhaps 
ever. Each case must be decided as it develops. 
It is proposed that further investigative pro- 
cedures are indicated in certain groups of 
cerebral vascular accidents. With accurate visu- 
alization of the lesion one may more intelligently 
plan his campaign. 


In summary, the cerebral vascular accidents 
are herein briefly categorized with illustrative 
case reports. They present a very knotty problem 
in diagnosis and therapy. Certain types warrant 
neurosurgical investigation. Some ean be bene- 
fited by operative interference. 
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CASE 1 


M.G., female, aged 70. (Referred by Dr. L. Cherniak, 
Winnipeg, and Dr. W. I. Easton, Selkirk.) Four episodes 
of loss of consciousness lasting several days and apparent 
complete recovery, 2 to 3 month intervals. Admitted 
comatose, stertorous respirations. Spastic on left, flaccid 
on right. Bilateral papilledema, 1 diopter. Ventriculo- 
gram revealed a minimal shift to the right with slight 
distortion of the left temporal horn and lateral ventricle 
(Fig. 1). An example of minimal intracranial distortion 
with maximal neurologic deficit. Operation July 10, 1950, 
revealed only softened brain in the region of the distor- 
tion. Autopsy 7 days later revealed huge bilateral low 
fronto-temporal softenings, presumably due to throm- 
bosis. 


Fig. 1—Ventriculogram from Case 1, illustrating a 
slight expansion between the temporal and lateral 
horns. Fig. 2—Angiogram 35% diodrast from Case 2, 
demonstrating the tumour cloud, the periphery of 
which is indicated. by the arrows. 


CASE 2 


J.K., male, aged 30. (Referred by Dr. H. L. C. Garner, 
Moose Jaw.) A one year history consisting solely of 
transient episodes of inability to phonate. Then came an 
episode associated with numbness of face. Angiogram 
revealed a spheroid area of increased vascularity sug- 
gestive of a meningioma (Fig. 2). At operation, April 
8, 1950, this was removed from the lower left frontal 
region. 


CASE 3 


O.R., male, aged 51. (Referred by Dr. Rodney Davison, 
Lundar.) A known hypertensive with evidence of a space- 
occupying lesion in the left parieto-temporal region; loss 
of strength in the right hand and leg, a slight agnosia, 
visual and tactile, and a marked aphasia. The differ- 
ential diagnosis was between a brain tumour and a 
cerebral vascular accident. At ventriculography the left 
needle encountered a few c.c. of bloody fluid. This was 
replaced by oxygen and the subsequent roentgenograms 
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revealed the outline of a cavity containing a solid mass 
(Fig. 3a). At operation, June 16, 1950, this proved to 
be a large intracerebral clot in the left parietal region 
(Figs. 3b, c, and d). The man made a marked recovery 
from his cerebral symptoms. 


Fig. 3a.—Ventriculogram of Case 3 showing the 
corrugated rim partially outlining the huge parietal 
intra-cerebral clot. Fib. 3b.—Craniotomy of Case 3 
showing the extreme bulging of the cortex. The dura 
flap is to the left. The small cortical opening inferiorly 
reveals the underlying dark clot. Fig. 3c.—The extrud- 
ing clot. Fig. 3d.—The decompressed brain following 
complete evacuation of the clot. 


CASE 4 


C.A., male, aged 21. (Referred by Dr. G. Paulson, 
Lundar). Rapid onset left hemiplegia, hemi-anesthesia, 
and hemianopsia. Headache and stiff neck. Bloody 
cerebrospinal fluid. Angiogram, February 9, 1950, re- 
vealed an arterio-venous fistula apparently from anterior 
choroidal to internal cerebral veins, then to vein of 
Galen and straight sinus. 


CASE 5 


A.S., female, aged 36. A sudden blinding headache and 
collapse. No localizing neurologic signs. Skull plates 
normal. Gross blood in the cerebrospinal fluid. Angio- 
gram, June 6, 1950, revealed aneurysm of the posterior 
communicating artery (Fig. 4). While in hospital im- 
proved slightly but on the 14th day became markedly 
worse and died three hours later. Operation was refused 
until terminally when there was obviously no hope. 


Fig. 4.—Angiogram 35% diodrast from Case 5, Arrow indicates saccular aneurysm off 
posterior communicating artery. Fig. 5a.—Angiogram 35% diodrast from Case 6. Arrow 
indicates aneurysm. Wide sweep of‘anterior cerebral indicates internal hydrocephalus. 
Fig. 5b.—Ventriculogram demonstrating bulge into floor of anterior horn from blood clot. 
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CASE 6 


S.P., male, aged 21. (Referred by Dr. J. McCammon, 
Red Lake.) Two or three warning attacks of mild head- 
ache, then an attack that rendered him unconscious for 
several hours. He was brought into the hospital in a 
state of irritable drowsiness and no lateralizing signs, 
but he gradually developed a right hemiplegia. Angio- 
gram revealed only evidence of ventricular dilatation 
(Fig. 5a). Ventriculogram revealed a bulge into the 
floor of the anterior horn on the left (Fig. 5b). At 
operation, August 5, 1950, the chiasmal region was free 
of blood. The anterior horn was then approached trans- 
cortically and the bulge seen to consist of soft dark 
clot which led to the bifurcation of the anterior and 
middle cerebral arteries. Although no sac could be 
identified as such there was vigorous bleeding from the 
crotch necessitating the placing of clips on the carotid 
and both branches. The patient has remained hemiplegic 
and partially aphasic, but is recovering speech. He is 
otherwise well, alert, and free of headaches. 


CASE 7 


W.M., male, aged 49. (Diagnosed and referred by 
Drs. R. G. Greer and F. G. Allison, Winnipeg.) Eight 
days earlier, while’ putting up awnings, sudden severe 
head pain, nausea, collapsed before able to walk ten 
steps. Bloody cerebrospinal fluid. Angiogram showed 


aneurysm at or near bifurcation of anterior and middle 
cerebral on right; encephalogram showed mass in same 
region. Right frontal craniotomy—aneurysm burst as 
exposed. All entering vessels were clipped. Two months 
later patient entirely well and back at work. 


REFERENCES 
J. Neurosurg., 6: 216, 1949. 
Intracranial Arterial "Aneurysms, Com- 
Ithaca, N.Y. 4, 
J. Neurosurg., 7: 


- BASSETT, R. C.: 

DAnpDy, W. E.: 
stock Publishing Co. Inc., 

. EcHOLS, D. H. AND HuRTEAU, EE Wa: 

280, arr 

. R. AND FEINDEL, W. H.: J. Neurosurg., 7: 


. HAamBy, Ww, B.: J. A. M. A., 136: 522, 1948. 


y Hurreau, E. F.: J. Newrosurg., 5: 493, 1948. 

- LuUSIGNON, F. W. AND Cross, G. O.: Am. Surg., 132: 
268, 1950. 

. MAGEE, C. G.: Lancet, 2: 497, 1943. 


. McDONALD, C. A. AND KorsB, M.: Arch. Neurol. & 
Psychiat., 42: 298, 1939. 


10. MurpHy, J. P.: M. Ann. District of Columbia, 18: 119, 
11. Nagzicen, J C. AND ADAMS, J. E.: Arch. Surg., 61: 
12. NEILSEN, J. M.: A Textbook of Clinical Neurology, 
Paul B. Hoeber, Inc., N.Y. and London, 1947. 
43. eer J. L.: Arch. Neurol. & Psychiat., 55: 293, 


14. SHELDEN, C. H., PuDENz, R. H. AND BRANNON, L. E.: 
Arch. Surg., 6: 294, 1950. 
J, 4. Be Ax TR 


15. wer ike S. AND Gross, S. W.: 
4 





THE USE OF THE POPLITEAL AND 
SAPHENOUS VEIN, AND SUPERFICIAL 
VEIN OF THE NECK FOR INTRAVENOUS 
DRIP INFUSION* 


A. Woloszczuk, M.D. 
Montreal, Que. 


N constant intravenous therapy it is sometimes 

very difficult to find suitable veins. For 
one administration of blood plasma or other 
infusion, surgical exposure of the vein can 
solve the problem, but when daily administra- 
tion of fluid or drugs is indicated, the problem 
is more complicated. Certainly the polyethylene 
tube can be introduced into the exposed vein 
and the infusion carried out, but this method 
does not guarantee sterile technique and there 
are known cases of cdema and thrombo- 
phlebitis, but seldom of embolism. It is safer 
and more convenient to administer the fluids 
daily by venipuncture. The administration of 
fluids into the bone marrow sinuses of the 
sternum may be mentioned as well as into the 
femoral vein below Poupart’s ligament. The 
first method is painful (after-pain) and the 
other method is useful but not without danger, 
as injury of the femoral artery may lead to 


* From the Department of Surgery, Jeffery Hale Hos- 
pital, Quebec City. Chief .of the department: Dr. J. M. 
Elliott. 
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thrombosis, with more serious results than 


thrombosis of the popliteal artery. 

I had under my eare a ease of chronic post- 
traumatic adhesive peritonitis for about four 
months, in which all three of the methods 
mentioned in the title, were developed. Later 
the study was done on 100 patients. The 
routine venipuncture for Wassermann test has 
been used to prove the value of these methods. 
The method was successful in 94% of cases 
using the popliteal space, 91% by using the 
internal saphenous vein and 100% using super- 
ficial veins of the neck. 


ANATOMICAL CONSIDERATIONS 


The popliteal vein can be reached through the skin 
over the popliteal space. Fig. 1 shows the posterior aspect 
of the knee in semiflexed position with strongly pro- 
nounced tonus of the muscles. One can see the triangular 
space bounded by the tendons of biceps laterally and 





Fig. (1 ) | Semitendinosus. 


(2) Semimembranosus. 
(3) Biceps. Fig. 2.—A dissection of the right popliteal 
fossa. (1) Popliteal artery. (2) Popliteal vein. (3) 
Sciatic nerve. (4) Medial popliteal nerve. 
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semimembranosus and semitendinosus muscles medially. 
The base is formed by the transverse fold of skin. 
Fig. 2 illustrates the same area where nerve, vein and 
artery are exposed. Sometimes in fat persons and chil- 
dren the clear outline of the popliteal triangle is. not 
pronounced, and the tendon of biceps near its attach- 
ment to the head of the fibula and medial hamstrings 
has to be palpated. It is best done by flexion of the knee 
joint to 60 or 70°. In this position one is able to palpate 
the nerve-vessel bundle for a distance of four finger- 
breadths along the mid line between the above mentioned 
tendons. A vertical mark may be made on the skin 
about three inches long, which facilitates the introduc- 
tion of the needle into the vein, between the nerve and 
the artery. The above mentioned structures do not re- 
main in the same frontal plane. Most superficially is the 
nerve, then the vein, and the deepest position in the 


popliteal space is occupied by the artery. It is advisable - 


to go above the junction of the heads of the gastroc- 
nemius muscle and below the opening in the adductor 
magnus muscle, through which the artery and vein 
descend from the anterior and medial aspect of the 
femur to the posterior aspect. Investigation on patients 
shows that the vein is accessible for about three inches 
above the junction of the gastrocnemius heads, i.e., along 
this line the percutaneous puncture of the popliteal space 
is possible. 

When the palpation of the nerve vessel bundle is im- 
possible one marks the tendon of the biceps and medial 
hamstrings below the transverse skin fold and draws 
the transverse line between them. The needle may be 
inserted as described below, 4% to % cm. medially from 
the midpoint of the line. 

It is to be noted that the anatomical conditions are 
more favourable in the popliteal space than in the ante- 
cubital space for the approach to the deep veins. 


Procedure.—The patient can be placed on 
the side or the abdomen. The tourniquet is ap- 
plied close below the inguinal and gluteal 
region. This can be dispensed with, but the 
stasis of the superficial venous flow seems to 
eause better filling of the deep venous system. 
The lower end of the leg and foot rests on a 
pillow. The middle of the transverse popliteal 
skin fold, or the middle of the transverse line 
above the junction of the gastrocnemius heads 
is marked. The No. 20 needle is inserted 14 to 
14 em. medially at 60 to 70° to the horizontal, 
pointing upwards. The direction of the needle 
remains the same. The index finger and thumb 
of the left hand hold the needle at the base and 
with the right hand suction is exerted at a 
depth of one to two inches. One can feel the 
“give” of the vein and dark venous blood ap- 
pears in the syringe. Sometimes the needle goes 
right through the vein, and then slow with- 
drawal of the needle brings the point into the 
lumen of the vein. After the blood appears in 
the syringe it is reinjected and suction applied 
again, so that the correct position of the needle 
is assured. The syringe is removed and the 
needle is connected through the plastic system 
with the bottle. The tourniquet is released 
slowly, the bottle opened. Several layers of 
gauze, laid down close behind the needle hold 
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it at the same angle and in the same position. 
Adhesive tape fastens the gauze and plastic 
tubing and also permits the change from ab- 
dominal to side position or slight movement of 
the patient while lying in the side position. It 
is recommended to change sides so that each 
leg is used alternately. 

Complications—When the needle is not in 
the right position, infiltration of the popliteal 
space follows and the patient feels tension and 
pain. The running of the bottle slows or stops. 


‘The needle is replaced by a sterile one and re- 


inserted. 


If the nerve is pricked, the patient complains 
of shooting pains in the leg and foot, thus prov- 
ing that the needle is placed too far laterally. 
It is then necessary to withdraw the needle 
partially and reinsert more medially, in order 
to find the vein. If the popliteal artery is 
entered, it is immediately recognized by the 
arterial blood. This happened in one of my 
cases and through curiosity I connected the 
intravenous set to the needle and the fluid 
would not run as the pressure in the artery 
was greater than the hydrostatic pressure of 
the fluid. 


Saphenous veins.—There are two saphenous 
veins. One, the short saphenous, which runs on 
the posterior aspect of the leg and enters the 
popliteal vein. The other is the long saphenous 
vein, which draws the blood from the skin and 
subcutaneous tissue of the greater part of the 
foot, leg and thigh. It is clear that where these 
are both visible, they can be used for drip in- 
fusion, but here we consider those cases where 
the long vein is not visible in the part from the 
knee joint to the foramen ovale of the femoral 
fascia. In most cases (91%) the vein ean be 
palpated, as the lumen is large and fairly easily 
reached. The patient is placed on his back, the 
tourniquet is applied close below the gluteal 
and inguinal regions, the knee flexed to about 
85 to 90°. The whole extremity is now rotated 
externally and abducted. The external aspect 
of the knee is supported on a pillow. 

Superficial veins of the neck. — There are 
both anterior and external jugular veins in 
typical cases. For practical purposes it is im- 
portant to make the vein visible through the 
skin, to facilitate introduction of the needle. 
The patient is placed in a recumbent position, 
the shoulders resting on a pillow so that the 
neck is better exposed (occiput goes backwards 
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and the chin upwards). It is difficult to use a 
tourniquet for the better visualization of these 
veins, and it is also dangerous when applied 
for a prolonged time as it increases intracranial 
pressure. It is much better to obtain stasis in 
the following way. The patient is instructed to 
take a deep breath and to strain as at stool, 
whilst the anterior and lateral aspects of the 
neck are watched. One will be astonished to see 
thick superficial veins sometimes not mentioned 
in anatomie¢al literature. The place over the 
vein is quickly marked and the patient is al- 
lowed to rest. The needle is introduced into the 
subcutaneous tissues over the vein. A good 
method is to grasp the skin in a fold between 
the thumb and index finger and elevate it from 
the base. This procedure forms a skin triangle 
in the middle of which the needle can be in- 
serted. The needle has to lie in the subeutaneous 
tissue or below the platysma and not deeper 
than the superficial fascia of the neck. The 
direction of the needle has to be such that the 
flow of blood in the vein and the flow of the 
infusion will be the same. The tip of the needle 
points towards the chest. After the needle is 
inserted under the skin the patient is asked to 
repeat the pressure test. The syringe is held 
quietly and as the vein refills the needle is 
pushed into the vein and blood aspirated, indi- 
cating the needle is in the lumen. When in 
doubt we let the patient rest and repeat the 
test. The aspiration of the blood proves that 
the infusion from the bottle can be started. 


The puncture of the jugular vein was de- 
seribed a long time ago. The tip of the needle 
is usually directed against the blood stream. 
I tried this method twice for intravenous drip 
infusion and both times observed the complica- 
tions of swelling of the face, nausea and head- 
ache. There was evidently interference with 
the general blood circulation in the head and 
that is why the modified technique was con- 
sidered necessary. 

By using a three-way stopcock the connec- 
tion with the bottle is simple, but without it the 
following procedure has to be followed in 
order to avoid the danger of air aspiration into 
the circulatory system. The end of the needle, 
resting in the lumen of the vein is gently ele- 
vated so that the tip of the needle bulges 
through the skin. This bulging is grasped be- 
tween the index finger and thumb of the left 
hand so that the lumen of the needle is oc- 
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cluded. The index finger and thumb of the right 
hand are transferred from the syringe to the 
base of the needle. The nurse disconnects the 
syringe and quickly connects the plastie tubing 
with the needle. The above procedure has 
proved to be of value. 

In the beginning I tried to occlude the lumen 
of the vein by pressing with the finger on the 
vein proximal to the tip of the needle. The 
nurse disconnected the needle from the syringe 
in order to bring it in contact with the plastic 
system. It gave a dangerous sound of air 
aspiration into the vein, without serious result 
to the patient, but did result in a minor col- 
lapse. This probably happened because of rich 
anastomosis and strong negative blood pressure 
in the veins of the neck. 

After the position of the needle is proved to 
be right, and the bottle runs well, the head and 
upper part of the trunk can be elevated and 
the patient brought into comfortable position. 


CONCLUSIONS 


Three methods are presented for using popli- 
teal vein, long saphenous vein and superficial 
veins of the neck for daily intravenous drip 
infusions. 

It seems to me that where the usual super- 
ficial veins are not visible, intravenous admin- 
istration of fluids may be attempted in the 
following locations: the internal saphenous 
vein should be tried first, then the popliteal 
vein, the femoral vein, the superficial neck 
veins, the bone marrow sinuses of the sternum 
and lastly the cut-down and introduction of 
the polyethylene tube, unless injury to some 
part of the body dictates its own indication for 
using one of the enumerated methods. 


It is a pleasure to express my appreciation to Dr. J. 
M. Elliott, Chief of the Department of Surgery of 
Jeffery Hale Hospital, also to Dr. W. W. Martin, anes- 
thetist of Jeffrey Hale Hospital and Dr. J. F. Davies 
for the assistance in the elaboration of collected material, 
and to Miss Gertrude Lamonde for the accompanying 
illustrations. 
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CASE REPORTS 


PAROXYSMAL HYPERTENSION DUE 
TO CHROMAFFIN TUMOUR OF 
ADRENAL 


A. Belkin, D. G. MacQueen and John D. Duffin 
Colonel Belcher Hospital, Calgary, Alta. 


A.S., male, aged 59, was seen in October, 1946, 
complaining of headache, dizziness, and a rather 
vague epigastric distress after eating, which was 
not relieved by meals. Physical examination re- 
vealed a blood pressure of 170/100. He was 
found to have an opaque right antrum, occa- 
sional glycosuria and an abnormal glucose toler- 
ance curve. Fasting 144 mgm., % hour 240 
mgm., 1 hour 305 mgm., 2 hours 114 mgm., 3 
hours 50 mgm. %. 

The glycosuria was controlled by diet. The 
antrum was irrigated on a number of occasions 
and pus drained. He was discharged slightly 
improved, although he still complained of fre- 
quent headaches. There was a note in his his- 
tory that he was a difficult patient. 


The patient was next seen in March, 1947. 


He now complained of severe ‘‘dizzy spells’’. . 


They had started a few months before, but were 
now appearing so often that he was afraid to 
go out on the street. - These attacks always fol- 
lowed a definite pattern. They were of sudden 
onset, with objects rotating vertically and 
counter-clockwise, and often would cause him to 
fall down. He was also complaining of a con- 
tinuous ringing of the right ear and a rather 
rapidly progressing deafness of the same ear. 
The vague epigastric distress continued. 

He was in the hospital for about three months 
until his rightsided deafness became complete. 
During this time the Méniére’s syndrome largely 
disappeared. His blood pressure on two occa- 
sions was 150/85 and 140/80. The electrocardio- 
gram was normal. Occasional glycosuria was 
still present. 


He was admitted again in November, 1947, 
complaining of increasing headaches accom- 
panied by a feverish feeling with profuse sweats. 
These were accompanied by the same feelings of 
epigastric distress, but he now also complained 
of nausea and vomiting. During this admission, 
the first note was recorded on his history of 
fluctuating blood pressure readings. The highest 
reading was 210/95 and the lowest was 158/90. 
At this time the electrocardiogram was begin- 
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ning to show some T wave changes. After a 
short stay in hospital, he was discharged as 
improved. 

He first came to the attention of one of us 
(A.B.) in October 1948, with a severe broncho- 
pneumonia. In addition to cough and sputum, 
he complained of frequent severe blinding head- 
aches with nausea, accompanied by attacks of 
sweats and pain in the right hand and cramps in 
the ealves of his legs. 


On this admission the blood pressure was al- 
most constantly at approximately 280/170; the 


“eye grounds were showing grade II arteriolar 


changes; and the urinalyses were showing con- 
stant casts and small quantities of albumin. It 
was thought that his symptoms were due to a 
rapidly progressing cardiovascular-renal syn- 
drome. It was first noted also that he had fre- 
quent extrasystoles and that a soft systolic mur- 
mur was present at the apex. 

He recovered from the pneumonia, but was 
admitted to the same service three months later, 
complaining of severe epigastric distress, asso- 
ciated with nausea and vomiting. He described 
this distress as being exactly in the mid-line 
starting just above the umbilicus and radiating 
upwards through the middle of the sternum and 
right through to the top of the head through the 
middle of the face. He was having three to 
four attacks in an hour, each lasting four to 
five minutes. These attacks did not occur at 
night. They were frequently accompanied by 
profuse perspiration and occasionally by nausea 
and vomiting. He continued to complain of 
severe headaches, which would appear either 
with this distress or independently. 

In the last two months in addition he had 
developed a typical Raynaud’s syndrome in- 
volving his hands. The fingers would suddenly 
become white, extending up to the proximal 
interphalangeal joint. The rest of the hand, 
wrist, and forearm would be blue. There was 
a sharp line of demarcation between the two 
zones. These attacks were not associated with 
any exposure. 

On this admission he was found to have an 
irregular heart rate, with frequent extrasystoles. 
The blood pressure was 144/88. This was the 
first oceasion that the significance of his fluctuat- 
ing blood pressure was noted. A tentative diag- 
nosis of pheochromocytoma of the adrenal gland 
was made and although he continued to complain 
of these attacks while in hospital, we had to 
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wait three full days before we caught him in 
an attack. We then found him tense, tremulous, 
shaking, with a markedly pounding heart, and 
irregular rhythm with frequent extrasystoles. 
The blood pressure was 256/152. He complained 
of a severe headache and had a typical Ray- 
naud’s syndrome involving the hands. 

On the basis of the history and findings the 
presence of a chromaffin tumour of the adrenal 
was considered certain. While intravenous pye- 
logram was of no help in localizing the tumour, 
and massage over each adrenal was equally un- 
satisfactory, nevertheless, there was always a 
suggestion of more resistance on palpation over 
the right costo-vertebral angle than over the 
left. It was, therefore, decided to explore the 
right adrenal first. The patient was in good 
condition for surgery. Serum protein was 7.92 
gm. with a normal A.G. ratio, Hgb. 15.9 gm. and 
non-protein nitrogen 61 mgm./100 c.c. 


TREATMENT 


On April 29, exploration of the right adrenal 
gland was carried out under continuous spinal 
anesthesia. The operative report in part was: 

Above the kidney a tumour mass was located the size 
of a small grapefruit. The twelfth rib was removed to 
gain better exposure. The tumour was freed by blunt 
dissection. Considerable hemorrhage was encountered 
until the middle adrenal artery was located and clamped. 
This artery was as large as a lead pencil. During the 
manipulation of the tumour the patient’s blood pressure 
mounted rapidly to over the 300 mark, above which level 
it could not be measured. After clamping the vessels 
and removing the tumour the pressure fell rapidly to the 
point where it could not be registered and the patient 
exhibited signs of severe shock, requiring rapid blood 
transfusion and artificial respiration. ’’ 


Postoperative treatment, besides an attempt 
to maintain fluid and electrolyte balance con- 
sisted of the administration hypodermically of 
adrenalin minims 5q.14%h. The blood pressure 
was taken q.15 minutes and an extra 5 minim 
dose was given if and when the systolic pressure 
fell below 90. 

On the third postoperative day the adrenalin 
administration was changed to anh hourly 
schedule and was given only if the systolic 
pressure fell below 100. On the afternoon of 
this day the pressure was maintained at be- 
tween 115 and 120. Blood sugar was reported 
as 125 mgm. %. On the fourth day the regular 
adrenalin therapy was discontinued and the 5 
minim dose was administered only when the 
systolic pressure fell below 100. During these 
four days the patient was quite confused, al- 
though he would have lucid intervals. On the 


fifth day the pressure was maintained well 
without adrenalin. The patient was much 
more lucid and it appeared that the critical 
period was past. During the early morning of 
the sixth day, however, he became confused, 
gradually deteriorating until he was comatose 
and had Cheyne-Stokes breathing. Examina- 
tion showed systolic blood pressure 140, pulse 
rapid and irregular, temperature normal, chest 
clear, blood non-protein nitrogen 57.5 mgm. 
and serum chloride 561 mgm. per 100 ee. 
Spinal fluid pressure was slightly raised and it 
was thought that cerebral cedema had de- 
veloped. Venesection was done and 500 c.e. of 
blood were removed and replaced by 500 e.c. of 
double strength plasma followed by 100 c.c. of 
50% glucose. In a few hours the picture had 
changed completely. The patient became 
conscious, felt well and continued from that 
time to make an uninterrupted and satisfactory 
recovery. : 

As the cavity left by the removal of the 
tumour took some time to fill in he was not 
discharged from Convalescent Hospital until 
July 7. By this time the blood pressure had 
levelled out at 140/90. It has remained at 
about this level simee. The patient has had no 
further attacks of headache, dizziness,: or 
vascular spasm and except for an episode cf 
mild jaundice, probably due to homologous 
serum hepatitis, he has remained well and was 
still symptom free when last seen eight months 
after operation. At this time a relatively 
normal glucose tolerance curve was obtained. 
Fasting 100 mgm., 4% hour 184 mgm., 1 hour 
180 mgm., 2 hours 117 mgm., 3 hours 60 
mgm./100 e.e. blood: 


PATHOLOGY 


The tumour was large, ovoid, and encapsulated, meas- 
uring 13 x 9 x 9 em. and weighing 475 grams. It was 
reddish-grey in colour, fleshy and firm but friable. The 
outer surface was smooth but bossed in a few situations, 
while the cut surface was for the most part solid with 
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Fig. 1—Shows tumour to be very vascular, friable, 
and well encapsulated. Fig. 2—H. and E. times 150 
enlarged, shows an epithelial-type tumour whose cells 
have a small nucleus, abundant cytoplasm, and in- 
definite cell membrane. 
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multiple spongy areas and a few areas of small cyst 
formation as shown in Fig. 1. It was extremely vascular, 
many blood-containing channels being readily visible on 
naked eye exdmination. 

Microscopically the tumour proved to be made up 
of epithelial-tvpe cells having a rather wild appearance 
and without any regularity of arrangement (Fig. 2). 
In many situations, these cells resembled closely the cells 
of the adrenal medulla having a relatively small nucleus, 
a large quantity of cytoplasm, and a cell membrane 
which was frequently indefinite or absent. No significant 
numbers of mitotic figures were present and there was 
but little pleomorphism. After special fixation Wiesel’s 
method for chromaffin tissue revealed many of the cells 
to contain rather coarse intra-cytoplasmic granules. 
Ogata’s silver method showed similar granules. About 
one-half of the cells contained many granules while the 
rest of the cells contained only occasional scattered ones 
or none at all. Both chrome and silver methods seemed 
to demonstrate the same type of granule and these 
granules were presumed to be the specific granules 
characterizing chromaffin tissue, and known to be closely 
connected with adrenalin production. 

Portions of the tumour were frozen immediately on 
removal and sent in the frozen state for analysis. The 
report by Mr. M. G. Allmark of the Food and Drugs 
Division, Department of National Health and Welfare, 
Canada, was in part: ‘‘The amount of pressor substance 
in each gram of tissue was equivalent in pressor activity 
to approximately 2 milligrams of our epinephrine 
(adrenalin) standard’’. : 

This tumour had the morphological and functional 
characteristics of an argentaffin and chromaffin tumour 
originating in adrenal medulla, and accordingly the clini- 
eal diagnosis of chromaffinoma (pheochromocytoma) of 
adrenal medulla was confirmed. 

The size of the tumour was considerably greater than 
the average of those reported, although tumours of more 


CARCINOMA OF THE URETER 


Arthur B. James, M.B. and 
Rupert F. Warren, B.Sc., M.D., F.R.C.S.[C.] 


Department of Urology, Toronto East General 
Hospital, Toronto, Ont. 


Carcinoma of the ureter occurs with such 
rarity as to warrant the reporting of individual 
eases. This is all the more desirable when a 
congenital anomaly co-exists with malignancy. 

The cumulative literature has already been 
reviewed by other writers. In 1934, Lazarus’ 
collected 68 cases of primary malignant disease 
of the ureter and added 3 of his own. In 1945 
the same author (with Marks?) was. able to 
review 115 additional cases and again add 1 of 
his own. Since then several isolated instances 
have been reported suggesting that an increased 
awareness of the condition and better methods 
of diagnosis have served to give this disease the 
recognition it deserves. Thus Pilcher® was able 
to record 3 instances over a 7-year period. In- 
dividual cases have been reported in later years 
by Hundley and Hunter,‘ Stock and Wells,® (2 
eases), Grossman and Allyn® (2 cases). * 
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than twice this size have been noted. The ‘‘adrenalin’’ 
content per gram of tissue is to be regarded as approxi- 
mately average for an adrenalin-producing tumour. Con- 
sidering the size of the tumour, however, the total 
amount of pressor substance elaborated was probably 
greater than is usual for tumours of this type. 


SUMMARY 


1. A ease is reported of a chromaffin tumour 
of adrenal medulla responsible for attacks of 
vertigo, cardiac arrhythmia, vascular spasm, 
and paroxysmal hypertension. 


2. Successful removal of the tumour resulted 
in disappearance of abnormal signs and 
symptoms. 


3. In this case early and sustained post- 
operative adrenalin therapy was the important 
factor in recovery. 


4. It is interesting to note that two years be- 
fore the diagnosis of adrenal tumour was sus- 
pected, the patient showed glycosuria with an 
abnormally high but non-diabetic-type glucose 
tolerance curve, attributable apparently to the 
glyeogenolytie effect of the product of the 
tumour. A glucose tolerance test performed 
eight months after removal of the tumour was 
normal. 


Aird® believes that malignant tumours are 
more common in the ureter than benign ones, 
and states there is often an association with 
ureteral caleulus lodgement. But in all the 
recorded eases, no mention is made of the asso- 
ciation of malignant disease with congenital 
anomalies of the ureter. 

Multiple ureters are found in 3 to 4% of all 
patients coming to pyelography or to post 
mortem. We are not concerned with the various 
forms such duplications take. But in more than 
150 cases of primary ureteral malignant disease 
reported, one would expect at least four or five 
eases to have occurred in congenital anomalous 
ureters, by the law of averages. That none have 
been reported is unique and adds special interest 
to the case below. 


This 58 year old white male was admitted to Toronto 
East General Hospital on April 6, 1950. Complaining 
of left lower quadrant pain of approximately one year’s 
duration, he had also noticed hematuria for two months. 

The past history was essentially irrelevant. He had 
had a perforated duodenal ulcer closed successfully 26 
years previously and at various intervals he had had 
a total of 15 lipomata removed from his trunk and limbs. 

One year before admission he began having spasmodic 
attacks of colicky pain beginning in the left lower 
quadrant and radiating into the left testis and penis. 
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Between attacks he was completely free of symptoms. 
Beginning at weekly intervals these ‘attacks of pain 
gradually became more frequent and tended to last 
longer until two months before admission when he first 
noticed gross blood in his urine. The appearance of 
this blood was synchronous with an attack of pain. 
Subsequently with more pronounced hemorrhages, the 
pain was more severe. ; 

On admission to hospital he also complained of left 
sacroiliac pain, with radiation along the course of the 
left sciatic nerve. This was found to be independent of 
the condition under discussion. 

When first seen this man was in no acute distress 
and physical examination revealed no significant findings. 

Urinalysis——Reaction acid; specific gravity 1.017. 
Many red cells in the uncentrifuged specimen. Blood 
examination revealed a hemoglobin of 91%; white blood 
cell count was 8,900; the non-protein nitrogen on ad- 
mission was 30 mgm. %. 

Cystoscopic examination revealed a normal bladder, 
with single ureteral orifices on each side in the normal 
position. Blood was seen issuing from the left ureter 
in minute proportions only. 

Retrograde pyelograms were attempted and showed 
what appeared to be single ureters on each side, but 
these ureters each connected with a small round renal 
pelvis situated at the lower ‘portion of each kidney. 
Original pyelograms demonstrated considerable renal 
tissue above each demonstrated pelvis. Bilateral double 
ureters and pelves were suspected and intravenous pyelo- 
grams were then taken. These confirmed previous sus- 
picions of congenital anomalies (Fig. 1). Each pair of 
double ureters fused at the level of the external iliac 


Fig. 3.—Gross specimen removed at first operation. 


artery, to form a single ureter which in turn entered 
the bladder in a normal manner. On the right side no 
dilatation or evidence of disease could be found. On 
the left side however, both ureters proximal to their 





Fig. 1.—Intravenous pyelograms showing bilateral 
double renal pelves and ureters. On the left side 
hydro ureters and hydronephrosis are seen. Junction 
of ureters is not seen in the antero-posterior view. 

Fig. 2.—Oblique view of intravenous pyelogram 
show union of two left ureters to form a single ureter 
at the pelvic brim. Above the point of union both 
ureters are dilated. 
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Two white markers lie within 


the opened lumens of the double ureters and the point of union to form a single ureter. 
The ureteral walls are thick, edematous and indurated—the mucosa at the union is 


roughened and granulomatous. 


It was from this region a quick section revealed carcinoma. 
Fig. 4.—Portion of ureteral wall showing invasion of muscularis by carcinoma cells. 


These 


extended to the adventitia of the ureter. Regional lymph nodes failed to reveal metastases. 
The cells have taken on squamous cell characteristics although a few appear to be forming 


glands. 


Fig. 5.—Another portion of ureteral wall showing nests of carcinoma cells. 
appear to be forming glandular arrangements. 
of atypical cells surrounded by chronic inflammatory cells. 


These 
Fig. 6.—High power view showing clumps 
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junction were grossly dilated (Fig. 2). Similarly both 
left renal pelves showed dilatation. A diagnosis was 
made of obstruction of both left ureters at the site of 
fusion. A preoperative diagnosis of tumour in this site 
was advanced. No calculi were visualized in any part 
of the urinary system. ; 

At operation the dilated left double ureters were 
identified. They appeared to fuse just over the external 
iliac artery, from which point a thickened single ureter 
continued to a point about two or three em. above the 
bladder. The juxtavesical portion appeared normal. At 
the point of fusion, the surrounding tissues were in- 
durated and dense. Both ureters were thereupon incised 
above this point of fusion and explored. Neither would 
allow passage of a number eight French catheter to the 
bladder, or in fact beyond the point of fusion. Using 
a pituitary alligator forceps a biopsy was taken from 
within the ureters at the obstruction. On this smail, 
piece of tissue the pathologist diagnosed a carcinoma 
by quick section. 

The ureters were divided well above the point of 
fusion, and removed together with a cuff of the bladder. 
Proximally, a double left cutaneous ureterostomy was 
done through a separate incision. Nothing further was 
attempted at that time. Postoperatively the patient did 
well, and before a nephrectomy was attempted he was 
returned home after 39 days in hospital, with good func- 
tioning ureterostomies for a period of convalescence. 

Subsequently he was re-admitted and the left kidney 
and the proximal portions of the ureters were removed. 
After the second’ operation he developed some infection 
of the wound at the site of the cutaneous ureterostomies. 
This was drained and rapidly healed. He was discharged 
after 19 days in hospital. 

Pathologist’s report on specimen 1. 

Gross.—This specimen consisted of a portion of double 
ureter and their fusion to form a single ureter (Fig. 3). 
The total length measured 7 cm., average width at point 
of fusion 2.2 em. Both ureters have been opened to 
expose the mucosa. The walls are edematous and con- 
gested and the mucosa at the junction is roughly granu- 
lar and slightly papillomatous. Also received was an 
— reddish-brown piece of tissue measuring 1.2 x 1 x 

-6 cm. 

Microscopic.—Sections of ureter near the point of 
fusion of the double ureters showed the mucosal surface 
to be ulcerated. A papillomatous growth of atypical 
cells supported by fibrous stroma projects into the lumen. 
The growth can also be traced into the wall of the ureter, 
between the muscle fibres and out as far as the outer coat. 

The tumour cells are of an epithelial type with pink 
cytoplasm and round or oval vesicular nuclei and show 
variation in size, shape and staining characteristics. 
Many of the cells are somewhat vacuolated and occasional 
mitotic figures can be seen. The cells are arranged in 
solid cords and columns but in some areas there are at- 
tempts at glandular formation. Throughout the tumour 
and beyond its extent there is diffuse infiltration by 
round cells and neutrophils. The general appearance is 
that of transitional cell carcinoma, probably rising in the 
ureter. Sections of adjacent lymph nodes show only 
edema and congestion without evidence of tumour in- 
vasion. 

Diagnosis.—Transitional cell carcinoma of ureter. 
Congenital double ureter. 


Pathologist’s report on specimen 2. 


Gross.—Kidney and a portion of rib and a double 
ureter (8 em. in length), The kidney measures 13 x 7 
x4em. It shows a few adherent fat tags. The capsule 
strips with ease, having a pale smooth surface. The 
cortex measures 0.6 cm. in thickness and is pale. The 
medulla shows slight congestion and one papilla shows 
yellowish pinhead areas. The peripelvic fat is increased. 
The kidney has a double pelvis. These are lined with 
smooth mucosa, with some areas of recent hemorrhage. 
The section of double ureter shows a thickened wall with 
edematous mucosa. 

Microscopic.—Sections taken through the ureter and 
pelvis of the kidney show a chronic and a subacute 
inflammatory infiltration of the entire wall with many 
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eosinophiles, round cells, and plasma cells. Small hemor- 
rhages are also seen. The mucous membrane of the 
lining of this ureter is for the most part regular, but 
in many areas isolated islands of metaplasia are seen 
in which the cells are of a squamous type and appear 
to be growing in small nests within the wall of the 
ureter. They do not appear to be neoplastic. Section 
through kidney shows many of the glomeruli have under- 
gone hyalinization and degeneration. Scattered through- 
out the kidney are seen chronic inflammatory cells and 
many eosinophiles. No evidence of neoplastic change in 
the kidney itself was seen. 

Diagnosis.—Metaplasia of ureteral mucosa. 
pyelitis. Diffuse subacute nephritis. 


Chronie 


This case illustrates the classical signs and 
symptoms of a primary ureteral tumour. 
Ureteral pain with characteristic reference of 
discomfort to the testis of that side and to the 
penis, was present for one year prior to diag- 
nosis and surgical intervention. The later oc- 
currence of hematuria has been observed in over 
half the reported cases. In the present instance, 
gross hematuria was known for two months. 
The association of a malignant disease in a con- 
genital anomaly is believed to be purely coinci- 
dental. As mentioned already this is the first 
instance of such association, a fact of consider- 
able interest considering the relative frequency 
of congenital conditions in the upper urinary 
system. There is indeed small comfort here for 
those who claim congenital conditions predis- 
pose to neoplastic disease. 


SUMMARY Z 


A ease of primary malignant disease of the 
ureter is reported occurring at the site of fusion 


of congenital double ureters. The congenital 
anomaly was bilateral. There were no known 
metastases although the case is of too short dura- 
tion to report the outcome with confidence. This 
is believed to be the first known reported case of 
combined congenital and neoplastic lesions in a 
ureter. 


The authors wish to thank Dr. Stuart Penney, patholo- 
gist, for his interest and co-operation in this case, and 
to Mr. M. H. Delight of the Department of Photography, 
without whose assistance the photographs would not have 
been possible. 
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SPECIAL ARTICLE 


THE MEDICAL SERVICES OF THE 
ARMED FORCES* 


A. D. Kelly, MD. 
Toronto, Ont. 


I would remind you that the objects of the 
Defence Medical Association are as follows: 

“To foster the development and efficiency of 
the Medical Services of the Armed Forces by 
(a) Maintaining close liaison between members 
ef the medical services and the medical pro- 
fession; (b) The dissemination of knowledge 
on medical matters pertinent to the defence of 
Canada.” 

All of us here have a personal interest in the 
welfare of the medical services of the armed 
forces for several reasons; one of them is that 
we have all devoted a sizable proportion of our 
professional lives to the service and would do 
so again if the situation demanded. As former 
members of the medical services of the armed 
forces we take a justifiable pride in its ac- 
complishments. We are jealous of the good 
reputation of the medical services and anxious 
to see it maintained at a high state of efficiency. 

The borderline between the civilian medical 
profession and the serving members of our pro- 
fession is by no means a rigid one and in many 
respects we regard our brothers in uniform as 
the proponents of simply another specialty in 
the whole body of medicine. 

Quite apart from these generalizations, I 
would like to call your attention to some hard 
facts of the present situation. As General 
Crerar made clear in his recent address to the 
Canadian Club of Ottawa, the international 
conflict which we have foreseen is not some- 
thing to speculate about in the future, it is on 
now and Canada is involved. As a consequence, 
we find parliamentary appropriation for the 
Department of National Defence doubled and 
the authorized strength of the- armed forces 
increased as never before, short of an actual 
declaration of war. 

These increased commitments mean many 
things to many people, but to us of the medical 
profession they mean more doctors for the 
armed forces. I am reliably advised that within 
the next year to cover the obligations which 
the Government of Canada has assumed, the 
services of 250 to 300 doctors will be required. 
How are we going to get them? 

In the United States a period of over a year 
was spent in efforts on the part of the armed 


* This was given as a Toast at the Annual Dinner 
of the Central Ontario Branch of the Defence Medical 
Association, March 17, 1951, 
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forces, the Secretary of Defence and the organ- 
ized medical profession to procure the neces- 
sary medical personnel by voluntary means, 
backed by all the arts of persuasion and induce- 
ment. The results were meagre. So meagre were 
they that Congress with the full support of the 
American Medical Association was obliged to 
take the unprecedented step of calling up the 
occupational classes of doctors, dentists and 
nurses to fill the needs of the armed forces. 
Never before has this been done and it was 
possible only because in the United States there 
was in existence the legal machinery of 
national selective service. 

In Canada, we have no such basic law and to 
supply the doctors required by our armed 
forces will require the best efforts of us all. The 
Defence Medical and Dental Services Advisory 
Board has considered this problem in all its 
magnitude and has recommended to the Minis- 
ter of National Defence the establishment of 
short service commissions of two years’ dura- 
tion for junior medical officers accompanied by 
a small cash gratuity in addition to pay. We 
do not yet know the fate of this reeommenda- 
tion but we are hopeful that the exigencies of 
the situation will commend it to the powers 
that be. Consider the situation; there is urgent 
need for young general duties medical officers. 
The young graduate who is approaching the 
completion of his first internship has plans 
either to take further training in a special 
field or to enter general practice. If offered the 
opportunity to serve for a definite period of 
two years, and to emerge with a little money, 
he might be attracted to such a_ proposal, 
particularly if he were given any assurance 
that a place will be made available for him to 
continue his training. Here is where you and I 
ean help. In our hospital, teaching and other 
professional work, we are coming in contact 
with young doctors at this stage of their 
careers, and it is an obligation on us to eall to 
their attention the needs of the medical services 
and their obligation to consider a career or a 
short service commission. 

I assure you that I am not unduly optimistic 
about our powers of persuasion, but the need 
is urgent, and with the current policy of the 
Government with respect to manpower for the 
armed forces, we can do no less than to exert 
all our influence to meet the service needs by 
voluntary means. 

If these efforts should fail, or substantially 
fall short of requirements, it should then be 
evident that something more effective than the 
voluntary system is required if Canada is to. 
meet her obligations as a member of the United 
Nations and a signatory to the Atlantic Pact. 

I have deliberately omitted any reference to 
the medical requirements of civil defence, but 
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it will be evident to you that the greatest 
economy in the utilization of medical manpower 
will be required if we are to do our proper job 
in all fields. 

I have confidence that the heads of our medi- 
cal services are well aware of these considera- 
tions and that they are not asking for more 


CLINICAL and LABORATORY 
NOTES 


POISON IVY 
F. Arnold Clarkson, M.B., F.R.C.P.[C.] 


Toronto, Ont. 


“Poison ivy” is the Canadian plant which 
brings many patients to the doctor. There has 
been some difference of opinion among the 
botanists about the names of the three plants 
whieh produce dermatitis in Canada, but the 
last edition of Gray’s Botany (1950) has revised 
the nomenclature of this division of the Cashew 
family; at present it stands thus: 


Rhus Vernia L. Poison Elder, or Poison Dogwood— 
the most vicious of the genus; found in swamps in 
Southwestern Quebec and Southern Ontario; a coarse 
shrub or small tree (6 to 30 feet); not common. 

Rhus radicans L. and variety Rydbergti, the true 
poison ivy found too commonly in Ontario, Quebec and 
Nova Scotia. The typical form is a plant which may be 
upright, 1 to 4 feet; or trailing; or climbing by aerial 
roots as much as 50 feet. It is very variable in form. 
The variety Rydbergit (Small) has no aerial roots, and is 
found across Canada, to southern British Columbia. 

Rhus Toxicodendron L. This is the Poison Oak found 
only in B.C. It has leaves of many shapes, variously 
lobed, some of them looking like the oak, hence the old 
name Rhus quercifolia. 


ANTIHISTAMINICS IN DYSMENORRHG@A 


Cluny Macpherson, M.D. 
St. John’s, Nfld. 


Some two years ago I gave the St. John’s Clini- 
eal Society a short paper on the treatment of 
very severe dysmenorrhea by antihistaminies.' 
And when I say “very severe” I mean very 
severe—generally disabling cases involving loss 
of working hours, and, in some, days. No mild 
cases are being taken into account in this paper. 

I had found that the most severe cases of 
dysmenorrhea were relieved by adrenalin 
chloride (1 ¢.c. of 1:1,000) and had been using 
that treatment with complete success for some 
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doctors than will be required to meet their 
commitments as they develop. They need our 
help and in asking you to rise and drink a 
toast to the Medical Services of the Armed 
Forees, I know that they can count on the back- 
ing of the members of the Defence Medical 
Association of Canada. 


The confusion of names for these three plants 
should now disappear. Poison ivy was formerly 
Rhus toxicodendron and the poison oak, Rhus 
diversiloba. There is only one form of poison 
ivy, with one variety. The “climbing” form is 
vadicans, as well as the bushy kind found almost 
everywhere in Canada, and a dangerous pest on 
sandy bathing beaches. The typical form and the 
variety Rydbergu often grow in the same place. 

Nothing that approaches a cure has been 
udded to our pharmacopeia. There is enough 
evidence now accumulated to show that injec- 
tions of various extracts are of no value, and 
often produce pruritus ani, which is harder to 
bear than the original rash. The dermatologists 
have found the unguents of a low pH are of 
value in dermatitis and undoubtedly they will 
be in use this summer. But there is as yet no 
cure. The natural history of the disease is: ap- 
pearance of erythema and itching forty-eight 
hours after contact, reaching a maximum in 
four or five days; vesicles appear on the third 
day and last a week and then gradually dry. 
The itching is usually gone in ten days. There 
are various grades and reactions in this afflic- 
tion as in nearly every other we know, and 
sometimes we take undeserved credit for 
shortening its course. 


9 years before oral antihistaminies became 
common. 

Though I could find no referenee in the 
literature, nor in the makers’ claims, to the 
value of antihistaminics in the treatment of 
dysmenorrhea, I decided—because of the pro- 
nounced action of adrenalin in relieving these 
cases—to try an oral antihistaminic. During 
the past two years I have continued the treat- 
ment in such cases as have come my way with 
astounding success and have kept notes of 
them. Only two cases under my own eare, (and 
one under another’s) to whom I have not had 
the chance to give a continued trial, have re- 
ported no relief. 


On the other hand several colleagues have 
told me of complete success with patients, one 
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mentioning a case on whom he had twice 
operated, with relief only for the one succeed- 
ing month. Only one confrére has reported a 
failure. 

My routine is to give the patient say a dozen 
pills or capsules. I instruct her to take one 
every 4 hours for 24 hours before menstruation 
is due. If she is unable to predict the period 
then to start immediately she knows menstrua- 
tion is imminent. 

Various cases of dysmenorrhea are no doubt 
attributable to many different causes, and it 
seems safe to assume, from my experience, that 
a proportion (in my own few eases an arrest- 
ing proportion) of the cases of severe dys- 
menorrheea are due to an allergy possibly to 
some secretions that are in the uterus only at 
the menstrual period. 

In my search for the original article which 
stated “The appearance of the pelvis in some 
cases of severe dysmenorrhea resembled that 
of the chest in asthma” thus leading to my 
trying this line of treatment, I found only one 
tentative suggestion that pelvic allergy may be 
the cause of dysmenorrhea.” It suggested that 
adrenalin solution 1/10 ¢.c. might give relief. 
If the authors tried it they missed the dramatic 
effect I obtained with my 1 e.e. dose. 

One fact stands out, v2z., in nearly every case 
the pain once relieved does not return during 
that menstruation. It does not require repeated 
administration of the drug as would be the case 
with a sedative. Nor do the antihistaminies 
show any tendency to loss of poteney with 
regular monthly use. 

A review of my own eases shows treatment 


successful in 24 cases: 2 cases only claim no 
relief; 2 claim partial relief. Can any other 
form of treatment of dysmenorrhea either 
surgical or medical show any like proportion of 
relief? And it must be noted that these cases 
are all of the intensely painful variety most 
of them involving loss of work hours. 

Going into one of the large Montreal hos- 
pitals last year I was greeted by one of the 
senior doctors with “Come on in Dr. Maepher- 
son. You are most welcome. You have just 
cured one of our head nurses.” He went on to 
explain that one of the key nurses in their 
operating room team suffered such disabling 
dysmenorrhea that dates for their more diffi- 
cult operations had to be planned so as not to 
coincide with those on which she would be dis- 
abled. 

This nurse had been treated by endocrinolo- 
gists, gynecologists, and even a psychiatrist, 
with no success. The oral antihistaminie how- 
ever gave complete relief. 

It is interesting that patients react differ- 
ently to these antihistaminics. An antihista- 
minie that helps one patient seems to be of 
little use to another patient. In case of failure, 
therefore, with one antihistaminie others 
should be tried in subsequent months. 


I have to thank the following firms for ample supplies 
sent me, after my first paper appeared, of their anti- 
histaminics with which to carry on these experiments: 
Parke Davis & Co; Ciba Company, Ltd.; Eli Lilly & Co.; 
John Wyeth & Brother; W. R. Warner, Ltd. 
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A SIMPLE HOBBY FOR PATIENTS 


Mr. G. H. Herbert of Saskatoon deseribes a 
very simple method of pastel painting which is 
within anyone’s reach financially. He uses 
ordinary sandpaper (Three-0 Flint) on which 
the painting is done with crayons, very little 
preparation being necessary. The following is 
an extract from Mr. Herbert’s letter. 

While at No. 4 Military Hospital, I demon- 
strated the method to some of the disabled vets. 
there, who are greatly interested. In eases of 
frustration, it seems to be proving its worth, 
for I had a visit from a farmer who resides 18 
miles north of this city, who ealled to thank 
me both for himself and his wife, for what it 
had done for his daughter. . . . According to 


him, she was the lineal descendant of a great 
Duteh painter ... Art was in her, and it had to 
have an outlet... .I gave her two demonstra- 
tions, and she certainly had talent. ... Prior to 
this her father informed me she had been very 
difficult to handle. . 


. . Now she goes about her 


daily tasks cheerfully, and he told me that a 
local Hobby Craft Store, was exhibiting some 
of her work. Since starting this hobby, I have 
had enquiries from young and old, male and 
female, from coast to coast, including two 
nurses at Vancouver... 

Mr. Herbert will gladly answer any inquiries. 
His address is: 305 32nd Street, Saskatoon, 
Sask. 








A New INDUSTRIAL MEDICAL JOURNAL.—The Associa- 
tion of Industrial Medical Officers of Great Britain will 
shortly be publishing the ‘‘ Transactions of the Associa- 
tion’’. This publication will be quarterly and will in no 
way compete with the British Journal of Industrial Medi- 
cine, which is confined mostly to original work, whereas 
the ‘‘ Transactions’’ hopes to deal with the practical side 
and other matters of interest. Subscriptions will be £1 
per annum. Communications should be addressed to Dr. 
J. A. Mekelbury, Hon. Secretary, Peek Frean & Co. Ltd., 
Keetons Rd., Bermondsey, London, S.E.16, England. 
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EDITORIAL 


PROBLEMS IN ATHEROSCLEROSIS 

FEW aphorisms comprehend more than that of 
a man being as old as his arteries. And yet in 
spite of the challenge it offers to investigation 
it cannot be said that we have gone very far in 
unravelling the life history of the arterial wall. 
It is this problem that Professor Lyman Duff 
presents in his paper in the present issue, on 
“The Pathogenesis of Atherosclerosis’, making 
it clear at the outset that he is dealing only 
with intimal changes. He points out that we can 
safely assume that the same causes continually 
operate that originally started the disease 
process. But what are these causes? Certain 
chemical factors are recognized as important, 
but as our knowledge increases some of these 
that we had thought to be important, now ap- 
pear to be less so in the light of new facts. 
Professor Duff discusses the réle of chol- 
esterol in producing atherosclerosis, and-shows 
that while it must be allowed that its accumu- 
lation in the intima is of prime importance, we 
do not know what leads to its deposit there. 
The tempting experimental finding that athero- 
sclerosis in rabbits depends to some extent on 
excessive feeding with cholesterol, is not borne 
out in man. There is no proof that food rich 
in cholesterol even raises the level of chol- 
esterol in the blood. Nor do we know what goes 
on in life to affect the stability of cholesterol in 
the blood, that is, to make it more or less likely 
to be deposited in the intima. Experimentally 
again, choline feeding apparently makes the 
solution of cholesterol in the blood more stable, 
but Professor Duff does not stress this beyond 
its being a stage in research. In any case, we 
still do not know in what form cholesterol 
enters the intima, nor by what physical process. 
Nor again do we know what governs the local- 
ization of atherosclerotic lesions, apart from 
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the effects (and these are not clearly defined) 
of disease or injury. 

This is a salutary and stimulating review of 
our ignorance. We must await more investiga- 
tion, but in the meanwhile there is no sure 
foundation for any dietetic attempts in con- 
trolling atherosclerosis. 


Editorial Comment 


Penicillin-Procaine in Tetanus 


That tetanus is preventable has not altered 
the fact that it is still a serious disease, with a 
mortality well above most bacterial diseases. 
Immunization with toxoid in military service 
was relatively effective in preventing tetanus. 
but amongst the civil population there are very 
few thus protected. 

In discussing this question Taylor and Novak* 
point out that tetaus may develop from minor 
injuries which do not seem to warrant the use 
of ATS. And even prophylatie treatment may 
be ineffective, although it is a question whether 
in such eases larger prophylactic doses of the 
order of 10,000 units rather than 1,500 might 
not be the solution. Further, the matter of re- 
actions to tetanus antitoxin must be taken into 
eecount. Finally, our method of treatment is 
aimed at neutralizing the toxin rather than de- 
stroying its source, the bacillus. 

With these points in mind Taylor and Novak 
ave suggested the use of penicillin-procaine as 
a prophylactic. This would permit of the main- 
tenance of therapeutic blood levels for several 
days by means of a single injection. In exten- 
sive tissue injury antitoxin might be added. 
Animal experimentation along these lines has 
been carried out with encouraging results. In 
brief, it was found that the local administration 
of penicillin-procaine G was far more effective 
in prophylaxis than was antitoxin. Further, it 
was established that antitoxin alone was insuffi- 
cient to deal with a maximal tetanus infection, 
indicating the value of penicillin in destroying 
the tetanus bacillus rather than merely neutral- 
izing its toxin. Whilst these results are valuable 
it is admitted that extensive clinical trial of the 
method will be necessary before it can be 
properly evaluated. 


Empire Medical Advisory Bureau 


The Empire Medical Advisory Bureau of the 
British Medical Association again extends its 
welcome to overseas visitors to Great Britain. 
The Bureau wishes to make visitors at home 
and to help them in any way possible during 
their stay: guidance as to housing, food ration- 
ing, customs, etc., is offered. In addition the 


* Prophylaxis of Tetanus with Penicillin-procaine: 
Ann, Surg., 133: 44, 1951. 
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Bureau will supply detailed information re- 
garding postgraduate education. All inquiries 
should be addressed to Dr. H. A. Saniford, 
M.C., D.P.H., Medical Director, Empire Medical 
Advisory Bureau, B.M.A. House, Tavistock 
Square, London, W.C.1. 


The Management of Venereal Disease 


There are two points in connection with 
venereal disease which make it necessary to 
frequently re-state methods of management. 
First this type of disease, widespread as it is 
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and much as it is a public health problem, will 
still present itself occasionally to the private 
physician. Indeed apparently there is an increas- 
ing tendency for this to happen. Next the anti- 
biotics and methods of handling cases demand 
easily obtained sources of information. 

It is with these points in mind that the V.D. 
Central Division of the Department of National 
Health and Welfare has prepared a_ booklet 
“Syphilis and Gonorrhea” which admirably 
summarizes modern views in the handling of 
these diseases. It will be distributed to the pro- 
fession through Provincial Departments of 
Health and should be of great value as an author- 
itative and yet conveniently sized guide in deal- 
ing with the problem of venereal disease. 





MEN and BOOKS 
HILTON’S “REST AND PAIN” 


H. E. MacDermot, M.D., F.R.C.P.[C.] 


Montreal, Que. 


Few books in medicine have a better claim 
to being called a “classic” than has Hilton’s 
“Rest and Pain”. Its very title has that 
simplicity which is at once so comprehensive 
and so difficult to achieve. The book first ap- 
peared in 1863 and went through five editions 
up to 1892, under the famous editorship of 
Jacobson, one of Hilton’s disciples. Then came 
a series of reprints up until 1930. and now 
comes the sixth edition.* 

But while we speak of it so freely as a 
“classic” do we do it more than the lip service 
which is all that so many such “classies” re- 
ceive? The teaching and knowledge it repre- 
sents are those of the early ‘eighties at best. 
There are no laboratory details, no blood counts, 
no blood protein estimations, no hematocrit read- 
ings, no liver tests, no x-ray or electrocardio- 
graphie surmises; little “exact” diagnosis and 
less of therapeutic prophylaxis; transfusion was 
a historical curiosity; antibiotics were a long 
way off—one wonders if such an oddly contra- 
dictory term would have ever been tolerated in 
those days. What then can the student or active 
surgeon of today gain from Hilton? He will 
gain nothing unless he is willing or able to ap- 
preciate principles rather than data. Hilton's 
strength lies in his reliance on principles and 
his refusal to be led astray by immediate symp- 





* Rest and Pain by John Hilton, F.R.S., F.R.C.S., 
edited by E. W. Walls and E. E. Philipp, London, 1950. 
Clarke, Irwin & Company, Toronto, $6.00. 

With most excellent comments at the end of each 
chapter linking Hilton’s views with present day knowl- 
edge; and a good introductory biography. 
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toms. Time and again he describes cases in 
which the treatment had been misdirected. 


‘‘Every pain’’ he says, ‘‘has its distinct and preg- 
nant signification, if we will but carefully search for it. 

. . Pain the monitor and Rest the cure, are starting 
points for contemplation which should ever be present 
to the mind of the surgeon.’’ 


It is inevitable that men accustomed to the 
tempo of modern surgical literature will have 
to adjust themselves to the much more leisurely 
atmosphere of “Rest and Pain”, but it is worth 
it to read for instance: 

‘*In discussing the question of the influence of Rest. 
in the treatment of disease generally, I thought I might, 
more especially by pointing out its application to the 
diseases of the joints, induce in the minds of some of 
our professional brethren a more philosophic considera- 
tion of the pathology and treatment of a class of cases 
which are, not unfrequently, abandoned to the care of 
the empiric and the mindless’’. 


The introductory sketch of Hilton gives an 
excellent picture of his personality. But one 
could gather much about him from his lectures 
alone. He spoke as he felt, and we need hardly 
be told that he disliked long words and pseudo- 
scientific terms when we read of his rebuke to 
one of his dressers: 

‘‘¢The vomited matter was not stercoraceous ’—by 


this expression the dresser I presume meant that the 
vomit had not the smell of dung’’. 


Eponyms made him impatient: witness the 
following: 


‘¢. . . Now what is a Colles’ fracture? What’s in a 
name? You must never depend for your diagnosis on the 
personal name given to any lesion, but first ascertain 
the facts of the case, and then reason out for yourselves 
all its conditions and requirements. Sometimes, whilst 
going round the wards, I am told, here is a case of 
Pott’s fracture (sic) I occasionally ask the dresser to 
what pot he is alluding? and whether the chamber-pot 
is broken? for a beginner in the wards is very apt to be 
satisfied with the name alone of an injury.’’ 


And, as Osler was to do in his textbook, he 


frequently introduced vivid personal details 
into his lectures: 
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‘*The next case is that of a surgeon, who was in the 
yacht of another gentleman. Running along from one 
part of the ship to another (I do not attempt to mention 
the names of the parts, lest I should make some very 
ridiculous mistake), he struck his head against the top 
of a door, and was thrown backwards with great force.’’ 


‘*Some surgeons when speaking of deep abscesses say 
with rash confidence, ‘Plunge in a knife’. It is a grand 
term— Plunge a knife into deep abscess’. It is not a 
courageous plunge for the surgeon; for it is without 
danger to himself, while perhaps it is a fatal stab to the 
patient. ’’ 


‘*A gentleman came to me on September 17, 1861. 
I well recollect the day, because I was cold and shivering 
from an attack of ague caught in Holland; I was angry, 
ill-tempered and felt very uncomfortable. . . . But he 
would not permit any examination, and I was vety 
angry with him.’’ 


Of course he was speaking with the freedom 
of the lecture theatre, and he realized that his 
style was apt to be colloquial. We can only be 
thankful that he did not “revise and correct” 
his lectures, as he had meant to do. 

These are the lighter, though not necessarily 
least important aspects of “Rest and Pain”. 
Naturally, the lasting value of these lectures 
is in their sound, careful reasoning from ana- 
tomical facts, appealing equally to student, 
physician and surgeon. 


WILLIAM HARVEY* 


H. O. Foucar, B.A., M.D., F.I.C.S. 
London, Ont. 


It is in the constitution of the Harvey Club 
that the vice-president shall deliver an ad- 
dress on William Harvey on the occasion of the 
annual dinner. Here we have evidence of de- 
terminism, an example of the law of the Medes 
and Persians which changes not. The constitu- 
tion, however, allows Free Will in the choice 
of the exact nature of the address and its 
length. This is left solely to the discretion of 
the speaker. I know of no restrictions or 
penalties. 


Tonight, for the second time, it falls to my 
lot to do honour to our patron saint William 
Harvey. I need not remind you of the many 
speeches in the past, each one making the next 
more difficult. Tonight I wish to refer briefly 
to what I regard a signal recognition of the 
greatness of our patron saint. 


We in this room ean be assumed to be 
literate. We know how to read after a fashion 
and may even think that we know something 
of the great books. What is a great book? It is 
one which deals with basic problems common 
to all men at all times and which has had a 
wide influence on the thought of men through- 
out history. In this sense it is timeless and is 


*Read at the 31st Annual Dinner of Haryey Club, 
London, Ontario, February 22, 1950. 
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just as important now as at the time it was 
written. These are the books which have 
moulded the course of progress. If there are 
such important books, is it not our duty to 
recognize them and become familiar with them 
so that we may form opinions based on reason 
rather than prejudice or ignorance? 

Are there many great books? Any one is free 
to make his own choice. Many lists have been 
made in the past. In recent times Charles Eliot 
of Harvard selected enough to fill a five-foot 
shelf and claimed that these formed the basis 
of a liberal education. After the First World 
War John Erskine set up a training program 
for American soldiers in Europe. Later in 
Columbia University he established the Great 
Books seminar as an honours course. His list 
comprised about 70 books. In 1927 Mortimer 
Adler and his associates launched adult educa- 
tion courses in New York City to discuss Great 
Books. When Robert M. Hutchins became presi- 
dent of the University of Chicago in 1930, he 
and Adler introduced Great Books seminars 
into the undergraduate curriculum. Adler’s 
list is somewhat longer. He started with three 
hundred items. Different authorities registered 
their vote. After two years it became clear that 
it was difficult to make a list much longer 
than a hundred authors about whom general 
agreement could be obtained. Recent books are 
not included because it is too soon to evaluate 
their greatness. Other study groups were 
formed and the movement spread until the 
Great Books Foundation was organized in 1947. 
It fosters study groups among the general 
public to read books instead of books about 
books. The committee consists of men of the 
highest educational standing and it is interest- 
ing to survey their choice. F1om the libraries 
of all time they have made their selection and 
condensed it into 70 pamphlets to cover the 
first four years reading. Their selection is not 
intended for any restricted group of readers 
but more to serve as a basis for mature think- 
ing. Shall we say that it consists of the elements 
with which every well educated person should 
be familiar ? 

There is no claim that these are the only 
great books or that the choice is final and in- 
disputable. We can assume, however, that these 
books must have won for themselves a high 
place in the minds of these educationists and 
are therefore worthy of special thought and 
consideration. 


What then are some of these books and who 
are these authors? It would take too long to 
refer to all of them, and that is not my inten- 
tion. We are not surprised to see the names of 
Plato, Aristotle, Plutarch, Homer, St. Augustine 
and St. Thomas Aquinas. Shakespeare, Milton, 
Rousseau, Kant and Nietzsche are there. 
Bacon, Galileo, Darwin and Descartes also find 
a place. As we glance down the list we read 
“Selections from Hippocrates” and a little 
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further down “Harvey—Motion of the Heart 
and Blood”. 

Is this then not high honour that William 
Harvey should be selected as one of the most 
important writers of all time and that his book 
should be deemed of sufficient value for special 
study by non-medical readers? He has been 
elected to stand in the company of the greatest 
men in history. For are not men who influence 
thought more important than even those who 
rule? I stress that this choice has not been made 
by medical men but by great scholars. This 
honour is his for two reasons; his method of 
study and the end result of his study. Harvey 
was one of the earliest observers and experi- 
menters who carefully checked and rechecked 
his work, who answered his own objections and 
the objections of others and only after years of 
patient, accurate study published his results in 
a relatively small book, This approach to a 
scientific problem has formed a pattern for 
others to emulate. 

May I quote from the Master himself? 


‘*Having now for 9 years or more confirmed these 
views of the motion and function of the heart by 
multiplied demonstrations in your presence, illustrated 
them by arguments and freed them from the objections 
of the most learned and skilful anatomists, I at length 
yield to the requests, I might say entreaties, of many 
and here present them for general consideration in this 
treatise’’. 

And later—‘‘My dear colleagues, I had no purpose 
to swell this treatise into a large volume by quoting the 
names and writings of anatomists or to make a parade 
of the strength of my memory, the extent of my reading 
and the amount of my pains: because I profess both 
to learn and teach anatomy, not from books but from 
dissections; not from the positions of philosophers but 
from the fabric of nature... I would not charge with 
wilful falsehood any one who was sincerely anxious for 
truth. I avow myself the partisan of truth alone: and 
I can indeed say that I have used all my endeavours, 
bestowed all my pains on an attempt to produce some- 
thing that should be agreeable to the good, profitable 
to the learned and useful to letters.’’ 





After giving the results of his observations 
and experiments he states simply that: 


‘*Tt is absolutely necessary to conclude that the blood 
in the animal body is impelled in a circle and is in a 
state of ceaseless motion: that this is the act or function 
which the heart performs by means of the pulse, and 
that it is the sole and only end of the motion and 
contraction of the heart.’’ 


His proof that blood flowed as in a circle was 
so important that it is questionable whether 
Harvey fully realized the full significance of 
his discovery. When he enunciated and proved 
his theory he cleared away the fog which was 
preventing progress. It is not unreasonable to 
say that all of physiology has benefited by this 
discovery. The physiology of respiration, diges- 
tion and exeretion hinge on the physiology of 
circulation. Pathology, immunology and thera- 
peuties owe a debt to this concept. 

While Harvey described the circulation of 
the blood he was unable to visualize it in its 


x 


entirety. Like Moses he approached the 
promised land but, through no fault of his, he 
was unable to enter. The microscope had not 
been invented and Harvey was denied the op- 
portunity of observing that part of the circula- 
tion for which all the rest was made—the 
capillary circulation. He would be surprised 
that we now recognize not one general type of 
capillary bed but four types according to the 
funetional activity of the organ. 

In a lecture on Permeability here recently, 
Dr. Robert Chambers of New York University 
showed motion pictures of the eapillary cireu- 
lation which would have thrilled Harvey. He 
would have seen the arteries become arterioles, 
lose most of their muscular layer to form so- 
called “thoroughfare channels” which opened 
into venules and then veins. From these 
“thoroughfare channels” sprang the capillaries. 
In these, blood cells could be seen flowing some- 
times in one direction and sometimes in 
another. White blood cells could be watched 
as they rolled along the periphery of the vessel 
and extruded themselves between the endo- 
thelial cells. Red blood cells could be seen as 
they plugged small openings in the wall, only 
to be swept on again by the stream. 

It is within our time that important strides 
have been made in the investigation and treat- 
ment of circulatory disorders. The discovery 
of heparin and dicoumarol have made vascular 
surgery possible and advances in anesthesia 
and supportive freatment have encouraged 
surgeons to invade the thoracic cage and attack 
the lungs, heart and great vessels. I will not. 
weary you with an enumeration of these newer 
operations but will remind you that they are 
possible only because of Harvey’s original 
monumental work. 





CARDIAC ABNORMALITIES AMONG RECRUIT CANDIDATES. 
—Among 3,117 men given pre-enlistment physical exam- 
ination, ranging in age from 17 to 31 years, 406, or 
13.02%, were rejected for medical reasons. Of these re- 
jectees, 37, or 9.11% were rejected because of eardio- 
vascular abnormalities, 22 for rheumatic heart disease, 
8 for arterial hypertension, 3 for bigeminal rhythm, 2 
for recent history of rheumatic fever, and one each for 
trigeminal rhythm and paroxysmal tachyeardia. In the 
group discussed, cardiovascular disease as a cause of 
rejection was exceeded only by flat feet and errors of 
refraction. 

In the majority of cases discovered, the presence of 
the condition was entirely unsuspected by the candidate, 
and his rejection for service was the first indication that 
he had cardiovascular defect. Purely benign cardiovascular 
‘¢abnormalities,’’ particularly functional or physiological 
murmurs, and occasional extrasystoles, were encountered 
very frequently. 

Ralph I. Cottle Jr., U.S. Naval Medical Bulletin, 
p. 946, September-October, 1949. 
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MEDICAL ECONOMICS 


PREPAID MEDICAL CARE PLANS 


[Reprinted from ‘‘The Bulletin of the Vancouver 
Medical Association’’ (Jan. 1951) for its excellent 
presentation of the situation in B.C. in connection with 
the payment of doctors’ fees by prepaid medical care 
plans.—EDITOR. | 


Recently, as most of us know, the M.S.A. 
has altered its plan of payment of accounts, 
and is paying 90% of the account, instead of 
from 75 to 80% as formerly. 

The various approved medical plans, B.C. 
Telephone, C.U.&C. Vancouver and B.C. School- 
teachers’ Association and others, have been 
asked to do the same thing, and the whole 
matter was discussed with members of Council 
and of the Economics Committee of the Council. 

A great deal of frank discussion took place. 
The representatives of the various plans, with 
one accord, stated that while they were anxious 
to do all they could to meet the demands of the 
medical profession, they could not, at present 
at any rate, see their way to do so without very 
grave risk of losing their membership. One or 
two of the plans stated bluntly that any at- 
tempt on their part to increase fees to meet this 
extra eall would mean that they would have to 
suspend operations. 

We feel that these approved plans fill a very 
important part in our medical economy, and 
that if possible we must help them to survive 
and prosper. These are some of our reasons: 

We, as a profession, have been declaring for 
years that we want to see voluntary prepaid 
plans of medical care grow and increase. We 
have been seeking ways to enlarge the applica- 
tion of M.S.A. 

These plans, apart from the M.S.A., serve 
some 32,000 people throughout the province— 
not merely in Vancouver or Victoria but in 
every small town and rural area. 

They include in their membership people of 
small income —telephone operators, school 
teachers, many with families, employees of the 
government, C.U.&C. members and so on. 

They give to them, not as complete a coverage 
as does the M.S.A., but nevertheless a very good 
coverage. They provide in addition to medical 
and surgical care, specialists’ care, x-rays, 
laboratory tests, ete. These are all things that 
these people should have, but are also things 
that most of them could never afford, and 
would not pay for. Operations of major nature, 
to these people, are catastrophic. They put them 
off and avoid them as long as they can. 

These plans encourage people to go early to 
their doctor. Thus they are doing valuable pre- 
ventive work, helping people to avoid the 
consequences of delay. 

They are the cause of very many people 
going to see a doctor, who would otherwise not 
go—we all know that. If they did have to go, 
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they would be ineurring bills which they know 
they cannot afford. Being honest working 
people they would in many eases rather not go. 

These plans, it has been proved again and 
again, increase our volume of work in this 
wage-level tremendously. We could not hope 
to apply any but the minimum scale to at least 
90 to 95% of them. 

These plans pay promptly, and with hardly 
any question. The people who run them do so 
with no remuneration of any kind, and give 
largely and generously of their own time to 
make them. a success. 

They charge a discount, which does two 
things. It pays them operating expenses, pro- 
vides a small margin, very small, for emer- 
gencies, and it enables them to fix a fee which 
their membership can afford. That the discount 
does not provide much of a backlog, if any, is 
shown by the fact that many of these plans 
have a provision for levies in ease of emergency. 
Most of them, we understand, are living almost 
entirely up to their income. 

They are non-profit making, have practically 
no reserve, and their membership depends upon 
the ability of members to meet the fee charged. 
The discount they pay must be regarded not as 
a discount at all, but as an operating charge. 

All of us, every day, have to pay a collection 
charge on the money we collect, after we have 
earned it. We must send bills, often a great 
many times. We often have to reduce charges 
to settle the bill. We often have to send a bill 
for collection, the charges for which amount to 
from 33 1/3 to 50%. This does not improve our 
relations with our patients, and frequently 
means friction and unpleasantness. 

Those of us who have been in practice for 
twenty to thirty years or more, will, we think, 
agree that a 20 to 25% cost of collection is not 
unreasonable, and we doubt if the average 
medical man ean do it for much less even now. 

Under the operation of these plans, we have 
received, over the years, many hundreds of 
thousands of dollars—promptly, with little or 
no bookkeeping—no bad debts, no delay. We 
have had work which we should not have had 
otherwise. We have avoided friction, bad feel- 
ing, resentment on the part of patients who 
eannot pay. 

We believe that to the great majority of 
medical practitioners, these plans have been a 
godsend and most welcome. We believe that 
they have meant a lot of actual cash to us. 

They are a very good piece of public rela- 
tions and we should consider this aspect of the 
question very carefully. There should be some- 
thing more than a mere e¢ash relationship for 
work done between ourselves and the public 
we work for. We need to show them our sincere 
desire to do all that we ean, in fairness to our- 
selves, to mitigate their burdens and to resolve 
some of their difficulties. If we support these 
plans, and give them our whole-hearted back- 
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ing, we thereby create good feeling and a 
kindly relationship between them and _ our- 
selves. 


For us to allow these plans to collapse would 
be a very bad piece of public relations. We 
must not put ourselves in a position where it 
could be said that rather than relinquish our 
pound of flesh, we are willing to lose all that 
has been gained in the way of tremendous un- 
selfish effort through the years—that all we are 
considering is our own pocket, not the good 
and the friendship of those whom we claim to 
serve. 


For us to allow these plans to collapse would 
be giving the lie to our own arguments and 
pretensions in favour of voluntary prepaid 
plans. It would be forcing people back into the 
arms of those who advocate compulsory, state- 
controlled health insurance. Let us make no 
mistake, this would be the result. 


On the other hand, if we will do all we can 
to help these plans to operate, will co-operate 
with them, make necessary adjustments, help 
them to institute economies, and the like, we 
may perhaps not get all that we should like, 
but we shall be doing good public service, aid- 
ing the cause of early and complete medical 
care. We believe that those responsible for the 
administration of these plans, will, if they are 
shown the justice of any request, do all that 
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they can to meet it—they have always shown 
their willingness to do so. 

These plans, too, are of especial value as 
guides in our negotiations with government in 
the matter of the care of the indigent. They 
give us figures of cost which can be of great 
help to us. If they succeed, we have a standard 
on which we may rely. If they fail, then even 
the scale on which they are asked to pay is evi- 
dently more than a large section of the working 
population can afford to pay. How then could 
we expect the indigent and pensioner’s scheme 
to pay as much? 

Medical practice, like all other human enter- 
prise, tends to have elevations and depressions. 
For some years we have been riding on the 
wave of general prosperity and rising incomes; 
collections have been good, and we, being 
human, would like them to be even better. But 
we cannot count on this being always the way 
—and the time may come, as it has come in the 
past, when we should be very glad of all these 
prepaid plans from the M.S.A. down. So let us 
take good care of our various geese who, month 
by month, lay us golden eggs—even if they are 
not quite as large as we should like. 

And let us never forget the immortal words 
of David Harum: “Mebbe it ain’t a bad idee to 
let the other feller make a dollar oncet in a 
while”. 
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Golf 


Two trophies are put up for competition by 
the Canadian Medical Association. They are: 
(1) The Ontario Cup—awarded for the best 
low gross score for 18 holes (Handicap 24 and 
under). With this cup goes the Championship 
of the Canadian Medical Association. (2) The 
Alberta Cup—to be played by teams of four 
representing any Provincial Division. Teams 
must be registered before playing. Additional 
prizes will be available. 


Entries may be forwarded to the Chairman 
of the Golf Committee, Canadian Medical Asso- 
ciation. Post entries will be accepted at the 
Association registration desk. Playing privi- 
leges will be arranged at several Golf Clubs. 
The competition will extend over three days. 
Competitors may arrange for playing time and 
Club at the registration desk. The prizes will 
be presented at the Annual General Meeting on 
Wednesday June 20. 


~ 


Canadian Society for the Study of Allergy 


The Canadian Society for the Study of Al- 
lergy is holding its Annual Meeting on Tues- 
day, June 19, at the Mount Royal Hotel, 
Montreal. A comprehensive program has been 
arranged which should be of considerable inter- 
est to General Practitioners, to whom a cordial 
invitation is extended. 

Guest Speaker: ‘Dr. Jonathan C. Meakins, 
C.B.E., M.D., D.S.C., F.R.C.P.[C.], LL.D., 
Montreal. Cardiac Asthma. 

Patch Testing in Cases of Contact Dermatitis : 
Dr. P. A. Ryan, Toronto. 

Studies in Experimental Hypersensitivity— 
Some Effects of Cortisone on Morphology and 
Metabolism: Dr. J. D. L. FitzGerald, and Dr. 
Chester MeLean, Toronto. 

Food Allergy as a Factor in Personality: Dr. 
R. F. Hughes, Hamilton. 
The Standardization of Allergy Extracts in 

(Canada: Dr. Bram Rose, Montreal. 

The Use of Combined Antihistamine and Anti- 
gen in Hyposensitization Therapy: Dr. Jacques 
l.eger, Montreal. 

The Treatment of Dysmenorrhea by Anti- 
histamines: Dr. Cluny Maepherson, St. John’s, 
Nfid. 

A Round Table Conference on Difficulties and 
Failures in the Treatment of Asthmaties. 
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Old Montreal 


The older parts of the city still retain a 
charm of their own. The accompanying sketch 
shows the Bonsecours Church down near the 
water front. It is well worth a visit. 

Not shown in the picture is the figure of the 
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Virgin facing down over the harbour in its atti- 
tude of benediction. It is interesting to visit the 
ehureh and go up into the tower where there is 
a gallery from which a good view of the harbour - 
may be had. The walls are covered with the 
names of sailors who have made vows for being 
delivered “from great distress”. 


to Waitur f 


A View of Old Montreal 


MEDICAL SOCIETIES 


La société médicale des hopitaux universitaires 
de Québec 
Vendredi, le 17 novembre 1950. 
Mycose bronchopulmonaire due au Candida Albicans.— 
J.-E. Morin, 8. LeBlond et P. Fiset. 
Aprés quelques considérations sur les mycoses broncho- 
pulmonaires dues au Candida Albicans, les auteurs pré- 


sentent trois observations. L’aspect clinique dans les 
trois cas était celui de tuberculose avancée. Cependant, 
les examens répétés des expectorations n’ont jamais pu 
mettre en évidence de bacille tuberculeux mais 4 plusieurs 
reprises ils isolent du Candida Albicans. L’épreuve thé- 
rapeutique & 1’iodure de potassium s’est avéré particu- 
liérement efficace dans les trois cas. De plus, les auteurs 
ont étudié les caractéres morphologiques, culturaux, 
fermentatifs et le pouvoir pathogéne expérimental chez 
le lapin des éléments levuriformes isolés dans les expecto- 
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rations de leurs malades et identifient ces organismes 
comme étant du Candida Albicans. 

Puisque le terme de Monilia est abandonné & la patho- 
logie botanique (agents du rot-brun des fruits) et que 
celui de Candida est réservé & certains éléments levuri- 
formes d’intérét médical, on suggére d’abandonner aussi 
celui de Moniliase pour le remplacer par celui de 
Candidose. 

Les auteurs concluent que le diagnostic de Candidose 
bronchopulmonaire doit étre posé par 1’exclusion 
minutieuse des autres facteurs étiologiques, la présence 
de Candida albicans en abondance dans les expectorations 
et par 1’épreuve thérapeutique 4 l’iodure de Potassium 
ou de sodium. 


Tentatives de traitement de la maladie de Parkinson.— 
S. LeBlond et R. Pichette. 


Les auteurs ont présenté cing observations de syn- 
drome parkinsonniens, dont deux post-encéphalitiques. 
Les nouveaux antispasmodiques de synthése ont eu chez 
trois des malades une action nettement supérieure au 
traitement classique. La médication est aussi mieux 
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supportée. Un quatriéme malade s’est vu amélioré pour 
un temps, mais a refusé de prolonger la médication. Une 
intervention dans un cas de Parkinson unilatéral a trans- 
formé 1’existence du malade. La monoplégie résiduelle 
est minime, le tremblement et la rigidité musculaire sont 
presque totalement disparus et le caractére du patient 
s’est grandement amélioré. 





Canadian Urological Association 


The sixth annual meeting of the Canadian Urologi- 
cal Association will be held at Mont Tremblant Lodge, 
90 miles north of Montreal. The meeting has been 
timed to precede the opening of the scientific sessions 
of the Canadian Medical Association. The members 
will gather Saturday and Sunday, June 16 and 17 and 
the scientific sessions will take place on the mornings 
only of Monday, Tuesday and Wednesday, June 18, 19 
and 20. The afternoon and evening of Monday and 
Tuesday will be devoted to rest and recreation. A 
great variety of amusements are available at the Lodge 
which nestles amongst the Laurentian hills. 





APPLICATION FOR ACCOMMODATIO N* 


CANADIAN MEDICAL ASSOCIATION 
Montreal, June 18 to 22, 1951 


Mail this Form direct to: 


The Montreal Tourist and Convention Bureau Inc., 


Room 923, Dominion Square Bldg., 
1010 St. Catherine St. W., Montreal 2, Que. 


Please reserve the following for C.M.A. Convention: [] Single [] Double [] Twin Beds [] Suite 


aca bid Apia deid in arash eae le alee Pe Ee are ee 
ROTI TA 5 nk cs bees ed iAwecx Pie. TORO OE ORONO oun os ke dee denc 
(date) (hour) P.M. 
PLEASE RESERVE EARLY! . 


Single reservations will be assigned to twin-bedded rooms for occupancy by two persons 
when the supply of single rooms allotted to this convention is exhausted. 


This application is submitted by me as: 


(a) Member of Executive Committee 


(b) Delegate to General Council 
(ec) Contributor to Scientifie Program 


€ 6 B.6. 6 6.08.0 GF Ew 0 O54, 6 0 oe YOO CC ROD HEHE CHOCO 6 68 


* List of hotels in previous issues. 
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A limited number of members of the Canadian 
Medical Association would be welcomed at the meet- 
ings and social] activities. The scientific sessions will 
deal with modern urological practice as well as physi- 
ology and pathology as applied to genito-urinary tract 
disease. Further information may be obtained from 
S. A. MacDonald, Secretary, 1414 Drummond Street, 
Montreal. 


Section of General Practice, Executive Meeting 


The following resolutions were approved at the meet- 
ing of the Executive of the Section of General Practice 
in February last. 

1. That the Canadian Medical Association be asked 
to study the revision of their by-laws regarding Sections. 

2. That the Section approves the principles that where 
possible the general practitioner should integrate himself 
with the preventive aspects of medicine in conjunction 
with the various Departments of Health. 

3. That in view of the importance of the aims and 
objects of the Section, and in the interest of unity, it 
is requested that the Canadian Medical Association 
budget each year for the expenses of the Section of 
General Practice. 

4. That in view of the importance of the work of this 
Section, the Canadian Medical Association be requested 
to set up the necessary secretarial machinery for the 
proper development of the Section and the promotion 
of its aims and objects. 

5. That membership in the Section of General Practice 
should be open to all general practitioners who are mem- 
bers of the Canadian Medical Association, their provin- 
cial divisions, and local medical associations. 

6. That the Section of General Practice of the Cana- 
dian Medical Association go on record as favouring the 
establishment of a department of general practice in all 
hospitals of a size sufficient to be departmentalized. We 
feel that this could be accomplished by the formation 
of a section of general practice in such centres, realizing 
that the general practitioner cannot ask for greater 
privileges on hospital staffs until he has shown that he 
is willing to accept the responsibilities and work asso- 
ciated with such appointments. Further be it resolved 
that the Hospital Committee of the Section of General 
Practice be asked to carry on a vigorous campaign of 
education in order to get the general practitioner to ac- 
cept the responsibility that goes with a staff appointment. 

A general account of this meeting appeared in the 
April issue. We hope to publish some of the contribu- 
tions made at that meeting. Members present were Drs. 


SPECIAL CORRESPONDENCE 


The London Letter 


(From our own correspondent) 


‘*PamIty Doctor’’ 


Launched with one of the biggest advertising cam- 
paigns in the history of journalism in recent years, the 
new popular health magazine, Family Doctor, sponsored 
by the British Medical Association, has now seen the 
light of day. The first issue is a credit to all concerned, 
particularly the editor, Dr. Harvey Flack, well known as 
a former assistant editor of the British Medical. Journal, 
and one of the leading medical journalists in the country. 
Popular interest in matters of health is not as highly 
developed over here as it is on the other side of the 
Atlantic, but the impact of the National Health Service 
upon the populace has tended to make the country health 
conscious. 

This interest in matters of health must obvjously be 
utilized in order to ensure that the country takes full 
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M. R. Stalker, A. G. McLeod, A. Rioux, C. J. Houston, 
C. J. Thomas, C. A. Thompson, W. G. Gray, P. B. Rose, 
J. McKenty, C. L. Gass, C. M. Warren, E. C. McCoy, H. 
B. Church, W.-A. Wilford, G. W. J. Fiddes, H. J. G. 
Geggie, and Glenn Sawyer, (Secretary). 

In addition to these there were _ several 
observers. 


invited 


7 Physiological Society of the University 
of Toronto 


Dr. F. R. Miller of the Department of Physiology 
spoke on Effects of Strychnine, Eserine and Acetyl- 
choline on the Electroencephalogram and on the Re- 
sponses of the Hypoglossal Nucleus. 

Dr. L. B. MacPherson of the Banting and Best 
Department of Medical Research, spoke on The Pancreas 
and Fatty Livers. He is very doubtful if such a sub- 
stance as lipocaic exists in the body. 


Toronto Diabetes Society 


This society was addressed by Dr. Gordon Murray on 
Surgical Complications of Diabetes. Dr. Murray has been 
doing surgery on these patients since the early days of 
insulin. He thinks they should be treated on the medical 
wards as the diabetes is the primary consideration. His 
lecture was illustrated by pictures of the feet in a dia- 
betic with injected blood vessels showing how poor the 
terminal blood supply is in comparison with the non- 
diabetic. The end arteries simply are gone in some of 
these older patients. 


Essex County Medical Society 


Mr. Parker, president of the Imperial Life Insurance 
Company recently addressed the Essex County Medical 
Society, at Grace Hospital, Windsor. He said that all 
political parties are now committed to a social security 
program. Mr. Parker’s company favours abolition of the 
means test for Old Age Pensions. All citizens at 70 
should be eligible to receive a monthly income of $40.00. 
This money should be subject to income tax and the plan 
should be financed on a pay-as-you-go basis. Each indi- 
vidual should cherish the privilege of providing for his 
own future. A plan must be devised whereby interest 
and principal can be utilized in old age rather than just 
interest. 


advantage of the Service without overloading it or, a 
much more serious danger, without becoming disease- 
conscious. It is therefore a most suitable occasion that 
the British Medical Association has chosen to launch 
this new journal. Its initial reception at the hands of 
the public (practically a quarter of a million copies of 
the first issue, constituting the entire printing, have 
been sold), the press and the profession, has been more 
than sympathetic. Its backing by an official medical 
organization like the British Medical Association should 
ensure that the high standard of the first number is 
maintained, and that it should prove a useful addition 
to the health services of the country. 


ANTHROPOLOGY AND BLOOD GROUPS 


Anthropologists were quick to seize upon the possi- 
bilities of blood groups as an aid to their investigations. 
Some interesting facets of this marriage of one of the 
oldest arts and one of the most recent advances in medi- 
cine were brought out at a conference held last month 
by the Royal Anthropological Institute. An investiga- 
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tion in Wales has shown that ‘‘ Abo’’ frequencies almost 
identical with those found in North Wales have been 
found in Ireland, Northern Scotland and Iceland, and 
extending through North Africa and parts of Asia 
Minor to the Western Caucasus. This provides interest- 
ing confirmation of previous anthropological observa- 
tions suggesting that the ancestors of the North Welsh 
hailed from the Caucasus. Another -interesting observa- 
tion is that the highest ‘‘A’’ gene frequency in Wales 
is found in Pembrokeshire. As the frequency is of an 
order which, in Western Europe, is only to be found in 
Southern Scandinavia, this provides strong evidence in 
favour of a hitherto disputed theory that a Viking 
settlement once existed in this part of Wales. 


TELEVISION MEDICINE 


The potential dangers of television as a means of 
popular health education have been underlined by a 
recent series of demonstrations on the B.B.C. television 
program on the dietetic treatment of obesity. As part 
of the demonstrations the B.B.C. arranged to send diet 
sheets to any one who cared to apply for them. The un- 
precedented demand for these diet sheets drew attention 
to the dangers involved if large numbers of the popula- 
tion were going to treat themselves for what they con- 
sidered obesity, without medical advice. Strong protests 
were also made by the British Dietetic Association, the 
British Medical Journal and The Times. As a result of 
these, the B.B.C. has withheld publication of their diet 
sheets, none of which have apparently been sent out, and 
they brought the veteran Lord Horder to the TV screen 
to draw attention to the dangers of slimming without 
first taking medical advice. 

By once again demonstrating their good sense in 
matters in which they have been shown to be in error, 
the B.B.C. have made ample amends, but the whole 
episode is an excellent example of the care which is re- 
quired in ‘‘televising health’’. 

Another aspect of the same problem is exemplified in 
the annual report of the council of the British Medical 
Association, in which it is recorded that ‘‘The Council 
has noted with concern the laudatory references some- 
times made to medical practitioners in announcements 
regarding forthcoming television programs and also in 
the actual performances. In the view of the Council the 
increasing departure from anonymity and the references 
to appointments, experience, and achievements in the 
medical field are a possible source of danger to the indi- 
vidual concerned and contrary to the best traditions of 
the profession. The Council will shortly discuss this 
problem with the General Medical Council’’. 


SWIMMING BATHS 


A new memorandum on ‘‘ Purification of the water of 
swimming baths’’, published by the Ministry of Health, 
is an admirably judicial review of the problem, which 
should go far towards reassuring those who have tended 
to exaggerate the risks of communal bathing in such 
baths. It is pointed out that gastro-intestinal infections 
are seldom attributable to swimming pools, whilst ear 
trouble is more likely to be due to mechanical pressure 
from faulty breathing than to a hemolytic streptococcal 
infection acquired from the water. There is no evidence 
that poliomyelitis can be acquired from the water, and 
the only two dangers here are overcrowding and the 
increased susceptibility to the disease from over-exertion. 
It is concluded that even during a poliomyelitis epidemic 
the balance of evidence is against the closing of properly 
controlled swimming pools. It is also pointed out that 
skin infections and conjunctivitis are more likely to be 
spread by contaminated towels and swimming suits than 
by the water. Considerable attention is therefore de- 
voted in the memorandum to the prevention of infection 
outside the actual swimming bath, such as the provision 
of hot showers and footbaths, the adequate sterilization 
of communal costumes and towels, the disinfection of 
dressing cubicles, and the provision of adequate lavatory 
accommodation. WILLIAM A, R, THOMSON 
London, April, 1951. 
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Dr. Alexis Peter Afanasieff, 69, died in Shellbrook 
Hospital, Sask., on February 11. He suffered a heart 
attack at his home in Big River and was taken by 
ambulance to Shellbrook. For the past 18 years Dr. 
Afanasieff had been general practitioner in Big River 
and district. He graduated in medicine in St. Peters- 
burg, Russia, in 1904 and migrated to Canada in 1923 
from Harbin, Manchuria, where he had been in charge 
of a large hospital. He first settled in Wynyard and 
farmed, then moved to a farm in Macdowall district. He 
homesteaded in the Ladder Valley district near Big River 
in 1929, and in 1931 wrote the council examinations in 
Saskatchewan and began practicing medicine in Big 
River in 1933. He is survived by his widow, and one son. 





Dr. Lancelot E. Bolster died on February 14 at 
the Paris Nursing Home, Paris, Ont., in his 82nd year. 
Dr. Bolster was born at Shanty Bay, Ontario. He at- 
tended Trinity Medical College from which he graduated 
in 1891. He practised at Sturgeon Falls until World 
War I when he went overseas with the Canadian Army. 
Dr. Bolster served some time in Mesopotamia. He came 
to Paris some 25 years ago. He was predeceased by his 
wife over a year ago. 





Dr. Samuel W. Bromley, 41, died suddenly at his 
home in North Bay, Ont., on February 28. Born in 
Montreal, Dr. Bromley grew up in Toronto, and follow- 
ing his early education there he graduated in medicine 
from the University of Toronto in 1935. Following in- 
ternship he practiced in North Bay until his death. He is 
survived by his widow and two children. 





Dr. J. Albert Demers died on February 21 after a 
lengthy illness. He sas in his 74th year. Born in Mon- 
treal in 1878, he studied at the Montreal College and 
graduated in medicine from Laval University in 1904. 
He interned at the Notre Dame Hospital from 1904 to 
1907 and in 1908 was professor of anatomy at Laval 
University. He became chief consulting surgeon to the 
Canadian Pacific Railway. in 1911, and was associated 
with the railway in a consulting capacity for more than 
20 years. Dr. Demers served as a captain with the 
R.C.A.M.C. Survivors are his widow and a son. 





Dr. James Bruce Ferguson, aged 83, retired New 
York nose and throat specialist, died suddenly on Febru- 
ary 28 in Toronto. Since his retirement three years ago, 
he had resided in Toronto. Dr. Ferguson graduated from 
Trinity Medical College in 1893 and practiced for a 
short time in Ontario. After interning at the Post Gradu- 
ate Hospital, New York, he continued on the staff. Later 
he established his own clinic and as a nose and throat 
specialist was associated until his retirement with the 
Post Graduate Hospital. He retired after 50 years’ con- 
tinuous practice. 





Dr. Joseph Gibbs, B.C.’s senior physician and sur- 
geon in years of service, died on February 17. He was 
80. Born in Meaford, Ontario, Dr. Gibbs studied medi- 
cine at the old Trinity College medical school, Uni- 
versity of Toronto. Later he took degrees at Chicago and 
Vienna. His first work in B.C. was among the Skeena 
Indians, then ravaged by an epidemic. Later he prac- 
ticed in mining camps of the Slocan, and in Victoria. 
He came to Vancouver at the turn of the century and 
practised until his retirement several years ago. He was 
a medical captain with the Canadian Army overseas in 
the First World War. He is survived by his widow, two 
daughters and one son. 





Dr. William Osborne Gliddon, aged 63, died on 
February 9, in Ottawa. Born in Ottawa, Dr. Gliddon 
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was educated at the Ottawa Model School and Lisgar 
Collegiate. He graduated from McGill University in Arts 
in 1909 and in Medicine in 1911. He was a Holmes Gold 
Medalist. He served his internship in the Royal Victoria 
Hospital in Montreal and the Neurological Institute of 
New York City. He joined the Canadian Pensions Com- 
mission in 1918. Dr. Gliddon is survived by his widow 
and one daughter. 


Dr. Emerson Clarke McFarlane, aged 58, of Arthur, 
Ont., died on February 24 at St. Joseph’s Hospital, 
Guelph. He was born in Stratford and graduated in 
medicine from the University of Western Ontario in 
1915. He served overseas for three years in the First 
World War. Surviving are two daughters. 


Dr. Ross P. Mulholland, aged 71, died on February 


11, in Vancouver, B.C. Born in Ontario, and a graduate 
of University of Toronto, Dr. Mulholland practiced in 
Watson, Sask., for many years. He came to Vancouver 
20 years ago, serving as ship’s doctor on the C.P.R. 
Empress fleet and later going into general practice. 


Le Dr James S. Nelson est décédé le 4 mars, & 1’age 
de 73 ans. Il fut le premier médecin 4 s’établir dans 
Westboro, Ont. Le Dr Nelson avait ouvert son premier 
bureau 4 Westboro, le 1909. Officier médical du township 
de Nepean durant 37 ans, il avait également rempli la 
charge de coroner du comté de Carleton pendant quelques 
années. I] avait été 1’un des principaux ouvriers dans 
1’établissement d’une Unité sanitaire, avenue Churchill. 


Dr. P. William O’Brien, pediatrician on the staff of 
St. Michael’s Hospital, Toronto, for nearly 50 years, 
died on March 11. Dr. O’Brien was born in Belleville. 
He graduated from the University of Toronto in 1901. 
He was one of the founders of Daffodil Night, the 
evening at-home of Varsity medical students. After 
interning at St. Michael’s Hospital, Dr. O’Brien started 
his practice and became a member of the hospital 
staff. Until his retirement, due to ill health last 
Christmas, he had been in charge of the Well Baby 
Clinie at St. Michael’s Cathedral. He leaves his widow, 
two daughters, and one son. 


Dr. William R. Reud, aged 82, well known in Saint 
John and throughout New Brunswick, died in Oakland, 
Calif. Dr. Reud, a native of New Brunswick, had made 
his home in Oakland for 30 years. Before entering the 
medical field, he was a minister, in New Brunswick 
and later in California. 


Le Dr André Simard, chevalier de la Légion d’Hon- 
neur, professeur 4 1’Université Laval, est décédé 
soudainement le 11 fevrier. Le Dr Simard était né a 
Québec 1900. Aprés avoir fait ses études au séminaire 
de Québec et & 1’Université Laval, il obtint en 1927 son 
doctorat en médecine, alla continuer ses études en 
France, revint pratiquer la médecine & Québec. Il était 
professeur de chirurgie 4 1’Université, chef de clinique 
a 1’Hétel-Dieu, membre du Collége Royal des médecins 
et chirurgiens du Canada, membre de 1’Académie de 
chirurgie de Paris, commissaire des champs de bataille 
nationaux de Québec. 

Pendant la guerre, il fut membre-fondateur du comité 
de France libre au Canada, dont son épouse fut la 
vaillante présidente. 

Le Dr Simard laisse dans le deuil outre son épouse 
et une fille. 


Dr. H. M. Speechly, a provincial coroner ,.for 22 
years, died at Winnipeg on March 17, aged 84, Edu- 
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cated at Cambridge and Bath, he graduated in Medi- 
cine from the London Hospital Medical School in 
1889. He practised at Parkgate near Birkenhead from 
1893 to 1901, then came to Canada. From 1901 to 1916 
he practised at Pilot Mound, returning to England to 
serve as médical officer to Fleet V.A.D. Hospital. In 
1919 he came to Winnipeg where he lived until his 
death. He is survived by his widow, two sons and a 
daughter. 


AN APPRECIATION 


The death of Dr. Speechly removes a link with a 
bygone age, that comfortable unhurried world before 
the first world war. Something of the serenity of that 
period clung to him and communicated itself to others. 
Throughout his life he carried the idea of service and 
each community in which he lived was the richer for 
his presence. He was a many-sided man. As a physi- 
cian, well-trained and well-read, he served faithfully, 
but other interests, notably natural history and the 
Anglican Church were equally dear. 


His medical life began when at 18 he entered the 
London Hospital medical school. At that time the clini- 
cal thermometer, a foot long, was still looked upon as 
a scientific toy. He was clerk to Hughlings Jackson 
and listened eagerly to Frederick Treves in surgery. 
Wilfred Grenfell of Labrador was a_ classmate. 
Speechly’s connection with India where he was born, 
his father being the first missionary bishop of Travan- 
core and Cochin, made him conscious of the ravages 
wrought by malaria. Sir Ronald Ross became his medi- 
cal hero. Speechly’s knowledge of the life history of 
of the mosquito led him in later life to take up with 
characteristic energy mosquito control in Greater 
Winnipeg. In this he was spectacularly successful, and 
he became an authority on the subject. 

During his years at Pilot Mound, 1901 to 1916, he 
was keenly interested in the flowers and fruits of his 
prairie garden, and he was always ready to pass on 
to others his knowledge. Like Bacon he considered the 
planting of a garden as the rarest of human pleasures. 


He never faltered in working for the Anglican 
Church. At his death he was the oldest lay reader in 
the diocese, and he was a frequent delegate to synod 
meetings. When the British Medical Association met 
at Winnipeg in 1930, he organized in connection with 
the religious service a procession and pageant which 
according to Dr. Alfred Cox, secretary of the B.M.A., 
was a most impressive spectacle. 


He served in both world wars. In 1916 he worked 
as army medical officer in a V.A.D. Hospital at Fleet, 
England, and in the second war he was assistant 
medical officer at King Edward Hospital, Winnipeg. 
The Canadian Medical Association named him as a 
Senior Member in 1941. 


No mention of his life would be complete without 
reference to his gracious widow who was a true 
helpmeet. Ross MITCHELL 


Dr. F. X. Trepanier, well-known doctor of Pointe- 
aux-Trembles, Quebec, died on February 22 at the age 
of 72. Dr. Trepanier, who was born at St. Ulric, 
Matane county, studied at Ste. Anne de Pocatiére and 
Laval University, Quebec City, where he graduated in 
medicine in 1913. For many years he practised at 
Priceville, Matane, and came to Pointe-aux-Trembles 
23 years ago. He is survived by his widow, and five 
daughters. 


Dr. J. E. Walker, aged 38, of Simcoe, was killed 
in a car accident at a level crossing at Hagersville on 
March 6. Dr. Walker, a graduate of Queen’s Univer- 
sity in 1937, was on the staff of Yonkers Hospital in 
New York city and Binghamton Hospital, Binghamton, 
N.Y., before starting a practice in Port Colborne in 
1941. He came to Simcoe in 1946. He is survived by 
his widow, and three children. 
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A SORE POINT 


An incident recently reported in papers across 
the country again demonstrates the urgent need 
for establishment of emergency medical tele- 
phone services in Canadian communities. 

Briefly, this is what took place. An electrical 
worker was electrocuted when he brushed 
against a high-voltage outlet. Firemen, called 
to the scene of the accident, attempted to get a 
doctor for the man. Here, according to a news- 
paper report, is what happened after firemen 
started telephoning for a doctor. 

“It took them twenty-four minutes before 
they got any who would agree to answer the 
emergency eall. 

‘Tm a specialist and I don’t want to get 
mixed up in that sort of thing’, was one of the 
answers they got. 

‘T haven't got my bag,’ was another. 

‘Take him to the hospital, were two more. 
When telephone operators explained the man 
could not be moved without interrupting the 
emergency treatment being given, both doctors 
who had suggested the hospital said they 
‘couldn’t do anything’ and repeated their sug- 
gestions with, ‘well, take him to the hospital 
anyway.” 

Two doctors in attendance at a_ hospital, 
answered the call, according to the newspaper 
reports. 

It is not our place to establish the accuracy 
of this report. At the time of this writing, it is 
understood the whole question will be dealt 
with at an inquest. Whether or not the doctors 
were quoted correctly does not really matter. 
Whether or not a specialist should answer 
emergency calls is not our concern. Nor is the 
fact that the public often is wrong in assessing 
an “emergency”. 

The main point is that, rightly or wrongly, 
the public is extremely critical when there are 
alleged failures of the profession to answer 
emergency calls. In addition, -cases like this 
often precipitate public controversy among 
doctors themselves. This happened in the above 
incident. Regardless of the rights and wrongs 
of these cases, they invariably do severe 
damage to the profession’s public relations. 

A major public relations problem. Judging 
from the press clippings received by the Asso- 
ciation and from the comments of the public, 
there is probably no single feature of medical 
practice which is more often criticized than 
these alleged failures to respond to emergency 
calls. Almost at any time, somewhere in 
Canada, they are the subject of public con- 
troversy. And each time, no matter what the 
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facts of the case, the profession’s reputation is 
badly battered. 

One point must be borne in mind in consider- 
ing emergency calls. Many of them may, indeed, 
be unnecessary. But pain and panic know no 
logic; it is the profession's responsibility to see 
that all of these calls are answered. 

The answer. The answer to this serious prob- 
lem is not an easy one. The establishment of 
emergency call services by local medical 
societies requires thorough organization, a 
spirit of co-operation and some sacrifice by 
doctors. 

But the results can be worthwhile from two 
important viewpoints: 

1. Doctors themselves have the assurance 
that all emergency calls in their area will be 
promptly handled. 

2. The public will be assured that emergency 
needs will be met. The assurance is every bit 
as important as the fact. Even if the eall service 
is used only fifty times a year, and of these 
fifty cases only ten are true emergencies, the 
cost and effort required to establish the service 
will have been well spent. The emergency call 
services can be a first-rate investment in good 
public relations. 

Organization of these services must vary, of 
course, with the needs and size of the com- 
munity, and the desires of the profession. A 
note at the end of this section tells where you 
ean get more ihformation about them. But no 
matter what type of service is started, one 
thing is essential to its suecess, apart frem 
efficiency. The telephone number must be 
publicized properly. Those who have organized 
successful systems stress this point. In smaller 
communities, stickers, for people to place near 
their telephone, can be used; telephone 
company operators and police can be given the 
number. In larger communities, a continuous 
campaign of small newspaper advertisements 
and radio announcements is necessary. The cost 
is reasonable and apart from doing the actual 
job of making the number known, these ad- 
vertisements create goodwill in themselves for 
they make the public aware of the profession’s 
concern about emergency calls. 

The ideal service for emergency ealls is 
demonstrated by the Kentucky farmer who 
reported of a local medical society’s system: 
“Better have the floor swept when you eall the 
doctor because he'll be there before you can 
sweep it”. 

The American Medical Association has pub- 
lished a survey of a number of eall services 
that have worked well in the United States. 
Details of organization and operation are given. 
Copies of this booklet may be secured by 
writing to the Canadian Medical Association, 
which will also be glad to answer any questions 
regarding establishment of call services. 

Our error. Last month’s issue of On Call was 
devoted to the growth of pre-paid medical care 
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plans during 1950. Because of a misunderstand- 
ing of figures supplied to us, incorrect statistics 
were published. 

The figures should read: 


Percentage 


1949 1950 imcrease 





Quebec Hospital Service 
ABER, wcccvesccces SOBUED 


Total for Canada 


469,116 29.58% 





The misunderstanding arose because the 
Quebec figures were compiled under two head- 


ings “Surgical” and “Surgical-Medical”. It was-: 


assumed that these were separate plans with- 
out duplication of participants, but we have 
been informed that the total under the surgical 
plan also included those who subscribed to the 
surgical-medical plan. 

The annual meeting. Because Montreal, scene 
of this year’s C.M.A. meeting, is a major news 
centre, press coverage of the meeting will 
likely be extensive. As in the past, the proceed- 
ings of the scientific sessions will be reported 
in the press and the C.M.A. thus finds itself in 
somewhat of a dilemma. 

On one hand, the scientific papers offer a 
legitimate opportunity for the profession to re- 
port achievements to the public. They also pro- 
vide the chance to communicate information 
about medical matters which the public should 
possess. 

On the other hand, lay reporters may have 


en 
devoir 


Publié par l’Association médicale canadienne dans I’intérét des 
soins médicaux en commun 


UN GROS BOBO 


UN FAIT QUI VIENT d’étre relaté dans la plu- 
part des journaux du pays souligne une fois 
de plus quwil est impératif de constituer un 
service téléphonique pour répondre aux appels 
d’urgence en quéte d'un médécin, et cela, dans 
chaque municipalité, 

Voici le fait en deux mots: Un électricien se 
fait électrocuter en touchant accidentellement 
a une prise de courant de haut voltage. Alertés, 
les pompiers se rendent a l’accident et cher- 
chent a prévenir un médecin. Selon le journal, 
voici 4 quoi aboutissent leurs efforts: 

“Tl sécoula vingt-quatre minutes avant quils 
rejoignent un médecin qui consentit 4 répondre 
a lappel.” 

Voici quelques unes des réponses qu ils 
obtinrent :—“Je suis un spécialiste; je ne, veux 


. 99 


pas me méler de ces choses-la. 
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difficulty in reporting accurately on some of 
the more difficult papers. 

To satisfy the best interests of the profession, 
the press and the public, the C.M.A. is asking 
participants whose papers seem to be of public 
interest to make copies available to our public 
relations counsel well in advance of the meet- 
ing. These papers will be digested, checked by 
the C.M.A. staff, and made available to the 
press. Participants have also been asked to 
indicate particular points in their papers which 
they believe will be of public interest. 

This method was used on a small seale at the 
Halifax meeting last year with considerable 
success. It is hoped that it will prove even more 
suecessful this year. 

Public relations budgets. A survey of thirty- 
seven state medical societies by the American 
Medical Association shows that the average 
public relations budget for 1951 is close to 
$34,000 as compared with $27,000 in 1950 
Budgets ranged from $350 to $111,000. Accord- 
ing to the survey, smaller societies are increas- 
ing budgets while the larger societies are re- 
ducing them. 

The average public relations budget for a 
society with less than 1,000 members was 
$6,600 in 1950; with 1,000 to 5,000 members 
about $16,000; with 5,000 or more members, 
about $73,000. 

These sums are, of course, in addition to the 
large amounts spent by the A.M.A. itself, and 
sums spent by hundreds of county medical 
societies. 


—Un autre: “Je n’ai pas ma trousse avee moi” 
—Deux autres: “Conduisez-le a Ilhdpital”— 
Quand l’opératrice du téléphone leur expliqua 
qu’on ne pouvait pas déplacer le blessé sans 
interrompre les soins d’urgence qu’on lui don- 
nait, les deux médecins qui avaient suggéré 
Vhopital répondirent tous deux quwils “ne 
pouvaient rien faire” et répétérent leur sug- 
gestion: “Conduisez-le 4 lVhdpital”. Toujours 
selon les journaux, ce furent deux médecins 
qui étaient en devoir a un hépital qui ré- 
pondirent a l’appel. 

Il ne nous appartient pas d’établir la vé- 
racité de ce fait-divers. A lheure d’aller sous 
presse, nous apprenons que lenquéte du 
coroner apportera des éclaircissements. Peu im- 
porte que les médecins aient dit ce qu’on leur 
préte. Qu’un spécialiste réponde ou non 4 un 
appel d’urgence ne nous concerne pas—pas 
plus d’ailleurs que nous discutons de ce que la 
foule appelle, souvent 4 tort, “un cas d’urgence.” 

Ce qui est important c’est qu’a tort ou a 
raison, le public est extrémement intolérant a 
légard de la profession médicale lorsqu’il y a 
un retard a répondre a un appel d’urgence. En 
outre, il arrive souvent que des faits comme 
celui-ci suscitent des discussions publiques, 
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entre médecins mémes. C’est ce qui est arrivé, 
par exemple, dans le cas qui nous oceupe. Et 
peu importe ow réside les torts, aux yeux du 
public, la réputation de la profession y perd 
toujours. 


C’est important pour les relations avec le 
public. Si nous en jugeons par les découpures 
de journaux recus par l’association et par les 
commentaires du public, il n’y a probablement 
rien qui soit aussi critiqué, chez les médecins, 
que ces refus de répondre a un appel d’urgence. 
Presque n’importe quel jour de l'année, ¢’est 
un sujet de discussion quelque part au Canada. 
Et chaque fois—quels que soient les faits 
exacts—e’est la réputation des médecins qui 
subit un occroe. 

Il faut nous garder ceci a lesprit au sujet 
des appels d’urgence: I] est vrai que bon 
nombre ne sont pas justifiés, mais la douleur et 
la panique ne connaissent pas de logique; et 
e’est le devoir des médecins de répondre a tous 
ces appels. 


Comment y arriver. Comment peut-on ré- 
soudre le probléme que posent ces appels 
d’urgence? Ca n'est pas facile, car la création 
d’un service téléphonique dans un groupement 
médical local requiert de lorganisation, de la 
coopération et des sacrifices de la part des 
médecins. 

Par ailleurs, une fois eréé, ce service peut 
donner des résultats qui ont une importance 
considérable 4 deux points de vue: 

1. Les médecins savant, dorénavant, que tous 
les appels d’urgence dans leur loealité trou- 
veront réponse. 

2. Le publie aura l'impression bien nette que 
pas un appel d’urgence ne restera sans réponse. 
Cette impression est aussi importante que la 
réponse méme a l’appel. Méme s'il n’y avait que 
50 appels par année, dont dix seulement 
seraient pour des cas de véritable urgence, 
Vargent et leffort requis pour ce_ service 
seraient bien placés. La promptitude a répondre 
aux appels d’urgence est l'un des meilleurs 
moyens de se gagner l’opinion publique. 

L’organisation d'un pareil service varie, 
évidemment, selon les besoins et l’importance 
cle la localité et selon ce que désirent les méde- 
eins. L’on vous indique, plus bas, dans un para- 
eraphe séparé, oii vous adresser pour obtenir 
plus de renseignements. I] ne faut pas oublier 
une chose. Quel que soit le genre de service créé, 
il ne lui suffit pas d’étre bien organisé pour 
qu'il donne des résultats. Il faut encore que le 
numéro de téléphone que l’on doit signaler soit 
connu de tout le monde—e’est une chose que 
soulignent ceux chez qui ce service fonctionne 
bien. Dans les petits centres, l'on peut distribuer 
des papillons de papier gommé sur lesquels le 
numéro est indiqué; chacun les colle prés de 
son appareil. La police et les opératrices de 
téléphone devraient aussi étre familiéres avec 
le numéro. Dans les centres plus considérables, 


il faut de la publicité 4 jet continu: radio et 


petits placards dans les journaux. Le coiit n’en 
est pas trés élevé et, en plus de répandre le 
numéro, cette publicité attire l’attention du 
public sur la préoccupation qu’ont les médecins 
de répondre aux appels d’urgence. 

L’idéal en service d’urgence se décrit dans 
cette remarque d’un fermier du Kentucky, qui 
commentait le service d’urgence du groupe médi- 
eal de sa localité. “Votre plancher fait mieux 
aétre balayé quand vous placez un appel 
d’urgence car vous n’avez pas le temps de la 
balayer avant que le docteur soit rendu”. L’As- 
sociation Médicale Américaine a publié une 
brochure qui traite de différents genres de 
services d’urgence qui ont fait leur preuve. On 
v indique leur organisation et-leur fonctionne- 
ment, en détail. L’on peut sen procurer des 
exemplaires en écrivant 4 | Association Médi- 
cale Canadienne ow l’on obtiendra encore tous 
les renseignements voulus sur l’organisation d’un 
service d’appels d’urgence. 

Correction. Le numéro précédent de “En 
Devoir” était consacré 4 l’expansion des organi- 
sations d’assurance-santé durant l'année 1950. 
Une erreur d‘interprétation des chiffres qui 
nous avaient été fournis nous a fait publier des 
statistiques erronnées et qui devraient plutdét se 
lire comme suit: 








Augmenta- 


1949 1950 tion en % 
Association d ’hospital- 
isation du Quebee . 362,029 469,116 29.58% 
Total pour le Canada .. 873,657 1,219,808 39.62% 








L’erreur s'est glissée du fait que les chiffres 
fournis pour Québee se trouvaient sous deux 
entétes: “Soins Chirurgicaux” et “Soins Médico- 
Chirurgicaux”. Nous avons pris pour acquit que 
c’étaient 1a deux groupements séparés, mais 
aprés vérification nous apprenons que le chiffre 
le moins élevé est déja compris dans le total le 
plus considérable. 


L’Assemblée annuelle. Comme Montréal, ot 
a lieu l’assemblée de l’A.M.C. cette année, est un 
important centre journalistique, les réunions 
feront sans doute lobjet de reportages nom- 
breux. Comme dans le passé, les rapports des 
séaneces d’objet scientifique seront donnés dans 
les journaux, ce qui place l'association dans un 
dilemne. 

D’un cdété les travaux préparés sur des sujets 
scientifiques sont le moyen légitime qu’ont les 
médecins pour tenir le public au courant de 
leur travail. Et ea leur permet encore de lui 
faire part de renseignements d’ordre médical 
qu ‘il a le droit d’obtenir. 

D’autre part, une reporter qui n'est pas initié 
peut difficilement tirer parti d'un travail tech- 
nique compliqué. 

Afin de donner satisfaction 4 la profession 
médicale, 4 la presse et au public, l’A.M.C. 
suggére 4 ceux dont le travail est susceptible 
d’intéresser le public, d’en mettre une copie 4 
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la disponibilité de nos conseillers en relations 
extérieures plusieurs jours avant l’assemblée. 
Ces travaux seront alors fouillés et disséqués par 
le personnel de 1.A.M.C. puis livrés aux jour- 
naux. Il serait utile 4 l’auteur d’indiquer les 
points saillants de son travail qu'il juge d’in- 
térét pour le public. 

Ce procédé a été utilisé en petit 4 l’assemblée 
de Halifax, l’an dernier et a obtenu plein suceés. 
Espérons qu‘il en obtiendra encore plus cette 
année. 

Budgets pour relations extérieures. Une 
enquéte faite par l’Association Médicale Amé- 
ricaine auprés des associations médicales de 37 


états révéle que la moyenne des budgets af--’ 


feetés aux relations extérieures en 1951 est de 
prés de $34,000 par rapport 4 $27,000 pour 1950. 
Les budgets vont de $350 a $111,000. Selon 
lenquéte, les petites associations augmentent 
leur budget tandis que les associations plus 
considérables le diminuent. 

La moyenne du budget d’une association de 
moins de 1,000 membres a été de $6,600 en 
1950; celui d'une association de 1,000 4 5,000 
membres a été de $16,000 et d’environ $73,000 
pour un groupement de plus de 5,000 membres. 

Ces montants s’ajoutent, évidemment, a ce 
que 1’‘A.M.A. dépense elle-méme, et ne comptent 
pas ce que dépensent des centaines d’associa- 
tions médicales de comté. 


(NEWS ITEMS 


News of the Medical Services 
Canadian Armed Forces 


Brigadier W. L. Coke, O.B.E., Director General Medi- 
cal Services (Army), took over the chairmanship of the 
Inter-Service Medical Committee on April 1, 1951, from 
Group Captain A. A. G. Corbet, E.D., Director of Health 
Services (Air). This Committee is responsible for the 
co-ordination of medical policy so that common pro- 
cedures, equipment, etc., apply to Navy, Army and Air 
Force Medical Services. The chairmanship rotates 
annually. 

Brigadier W. L. Coke, O.B.E., as Chairman of the 
Inter-Service Medical Committee, will attend the XIII 
International Congress of Military Medicine and Phar- 
macy, to be held in Paris, June 5, 1951, representing the 
Navy, Army and Air Force. 

Surgeon Captain A. McCallum, Medical Director Gen- 
eral, R.C.N., carried out an inspection of naval medical 
facilities on the west coast during March. 


Surgeon Lieutenant V. 8S. Newman, the Medical Officer 
in H.M.C.S. Sioux, was appointed to R.€.N. Hospital, 
Esquimalt, B.C., on return of the Sioux from extended 
duty in Korean waters. Surgeon Lieutenant H. D. Mac- 
William replaced Surgeon Lieutenant Newman as medical 
officer when the Sioux returned to Korea early in April. 


Dr. J. ©. Cyr of Edmundson, N.B., has entered the 
R.C.N. as a Surgeon Lieutenant and is now serving in 
R.C.N. Hospital, Halifax, N.S. 


The annual conference of the Command and the Area 
Medical Officers of the Army was held at Army Head- 
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quarters, Ottawa, on February 28, March 1 and 2, 1951, 
under the Chairmanship of Brigadier W. L. Coke, O.B.E., 
C.D., R.C.A.M.C., Director General of Medical Services 
(Army). 


Major-General C. P. Fenwick, C.B., C.B.E., M.C., 
E.D., R.C.A.M.C., of Montreal, a former Director Gen- 
eral of Medical Services (Army) has been appointed 
Honorary Colonel-Commandant of the Royal Canadian 
Army Medical Corps. 


Colonel J. N. Crawford, M.B.E., E.D., R.C.A.M.C., 
Senior Consultant in the Directorate of Medical Services 
(Army), addressed the University of Manitoba Post- 
graduate Course in Winnipeg, at luncheon and in the 
afternoon, March 29, 1951. Subjects of these addresses 
were ‘‘The General Practitioner and Civil Defence’’ and 
‘‘New Medical Problems in Modern Warfare’’. 


As a preparatory step to the Canadian Army chang- 
ing over to U.S. equipment, Brigadier W. L. Coke, 
O.B.E., C.D., R.C.A.M.C., Director General of Medical 
Services (Army) in company with other corps directors 
visited the Office of Chief of Army Field Forces, Fort 
Monroe, Virginia, U.S.A., March 4, 1951. From Fort 
Monroe, Brigadier Coke proceeded to Brook Army Medi- 
eal Centre, Fort Sam Houston, San Antonio Texas, 
U.S.A., where accompanied by Lieut.-Col. J. 8. MeCannel, 
O.B.E., plans and training officers of the Director Gen- 
eral of Medical Services Directorate, he inspected U.S. 
Army medical training procedures. As a further step in 
the standardization of equipment, a team of instructors 
from the R.C.A.M.C. School Camp Borden, Ontario, will 
visit Brook Army Medical Centre for a period of three 
weeks in the near future. 


On March 16, 1951, -Major-General C. P. Fenwick, 
C.B., C.B.E., M.C., E.D., R.C.A.M.C., Colonel-Command- 
ant of the R.C.A.M.C., officially opened the new Corps 
Mess of the Royal Canadian Army Medical Corps at the 
R.C.A.M.C. School, Camp Borden. The opening was at- 
tended by senior Officers of the Corps and representatives 
of Army Headquarters, Central Command and Camp 
Borden Staff. The mess of the R.C.A.M.C. School will 
be the ‘‘home’’ mess for all officers of the Corps and will 
be the repository for all mementoes concerned with the 
service and traditions of the Corps. A cordial invitation 
to visit the new mess is extended to all serving and 
retired officers of the Royal Canadian Army Medical 
Corps. 


The annual conference of the Staff Officers of Medical 
Services and Medical Secretarial Officers was held in 
Ottawa from February 19 to 23, under the Chairman- 
ship of Group Captain A. A. G. Corbet, Director of 
Health Services, Air. 


The Director of Health Services, Group Captain A. 
A. G. Corbet, recently attended the inauguration dinner 
of the R.C.A.F. Reserve Medical Unit (No. 4,000) at 
Vancouver. Air Vice Marshal C. R. Dunlap, C.B.E., Air 
Officer Commanding, North West Air Command, was the 
guest speaker at the dinner, following which the Director 
of Health Services outlined the functions and the prob- 
lems of the Reserve Medical Units. Following this, a 
similar meeting was held at No. 4,001 R.C.A.F. Reserve 
Medical Unit in Edmonton. Great interest was expressed 
in both areas by the Reserve Medical Officers, and it is 
indicated that these units will be very active. 


Arrangements were completed by the R.C.A.F. where- 
by the Canadian Army casualties from the Korean 
Theatre, after being flown to Fort Lewis, Washington, 
would then be further evacuated by air to the largest 
centre near their home. These areas include Vancouver, 
Edmonton, Calgary, Winnipeg, Toronto, Ottawa, Mon- 
treal, Quebec and Halifax. Qualified R.C.A.F. Flight 
Nurses and Flight Medical Assistants accompany each 
aircraft. The aircraft to be used on the Canadian lift 
are equipped to carry fourteen litter cases. 
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Alberta 


The new Red Cross Hospital for Crippled Children 
was opened in the city of Calgary by Dr. W. W. Cross, 
Minister of Health for the Province of Alberta. 





Dr. John Verchomin has returned from Seattle where 
he has completed a course in general surgery. Dr. Ver- 
chomin has been practising in Edmonton for a number 
of years. 





Dr. W. W. Eadie is taking a refresher course in sur- 
gery in Chicago. 





Dr. J. B. T. Wood of High Prairie has resigned as 
M.L.A. because the practice of medicine takes up time, 
to which he is now giving full attention. 





Dr. J. L. Weatherilt of Lamont met with a serious 
ear accident last winter which has prevented him from 
returning to his duties at an early date. We wish Dr. 
Weatherilt a good recovery. 





Dr. and Mrs. M. Sereda have returned from holiday- 
ing at the Pacific coast. 





The members of the Allin Clinic of Edmonton have 
moved to new and more spacious quarters on Jasper 
Avenue. The Allin Clinic was previously in the MeLeod 
Building. 





We regret the passing of Dr. Alexander James Fisher 
who graduated from Toronto in 1928. Dr. Fisher was 
with the Associate Clinic of Calgary. 





Dr. G. D. Stanley of Calgary will receive an honorary 
degree from the University of Alberta at the Spring 
convocation, in recognition of the great service he has 
given to the profession and to the Province. 

W. CARLETON WHITESIDE 


British Columbia 


The outstanding topic of discussion, wherever one 
goes in British Columbia, is the Hospital Insurance 
Act. During its term of operation this plan has con- 
cistently shown large deficits. These have been met 
partially by subsidies, but the Legislature of the 
Province, at its present session, has finally come up 
with a solution which has created the most wide- 
spread and intense opposition. 

Under the amendments to the Act, now in force, 
the yearly rates have been raised to $42.00 per family, 
and $30.00 per individual, the fourth raise in two 
years. In addition to this, the patient entering hos- 
pital after April 1 will pay from $2.00 to $3.50 per 
day for the first ten days of his stay; the hospital 
must collect this, as it is deducted from the daily rate 
paid by the B.C.H.I.S. 

The uproar is tremendous and growing. The public, 
as a whole, feels intense indignation, and the press is 
full to overflowing, with angry letters and articles. 
The hospitals are faced with a really almost impossible 
task, of collecting from $20.00 to $35.00 on admission: 
the whole ten days’ amount must be paid in advance: 
unused amounts to be refunded. Yet it is made clear 
that they must not refuse a patient, even if he will 
not or cannot pay in advance. 

_ Other deductions are to be made, and the increase 
in rates would appear to be retroactive till January 1. 

Defections from the coalition party in power have 
occurred, and several men thus leaving the party 
threaten a move against the coalition. The whole thing 
bas been forced through in a terrific hurry, and ob- 
viously against the wishes of the overwhelming 
majority of the voters of the Province. To the average 
person, the whole proceeding appears to be high- 
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handed and dictatorial. If the Government had good 
and sufficient reason for the particular type of action 
they adopted, they have entirely failed to make it 
clear to the man in the street. 





The annual Osler Dinner of the Vancouver Medical 
Association was held in the Hotel Vancouver on March 
6. The Osler lecturer for 1951 was Dr. H. A. Desbrisay, 
who gave an admirable address on ‘‘Dry Bones of 
Antiquity’’. It was a scholarly piece of work, written 
in an admirable style, and most fascinating to hear. 
The medical history of Egypt, perhaps the most com- 
pletely documented history of any of the old civiliza- 
tions, emerged from the speaker’s words, and one sat 
amazed at the wisdom and scientific integrity of the 
men of many thousands of years ago. 





The new Crease Clinic of Psychological Medicine 
at Essondale is now working at capacity, and is prov- 
ing its worth as a centre where mental disorders in 
their early stages are treated promptly, and with 
eminent success. Some 325 persons can be treated in 
the clinic, and no patient may stay more than four 
months. It is operated separately from the Mental 
Hospital. 





British Columbia’s new Medical Research Institute, 
centre, the only one of its kind in Canada west of 
Toronto, will be opened officially on April 5. The 
opening address will be given by Dr. W. J. Kerr, Pro- 
fessor of Medicine in the University of California. 
The B.C. Division of the Canadian Cancer Society has 
given $75,000 towards the cost of equipping the In- 
stitute. Any medical man, specialist or general prac- 
titioner, who wishes to do research along any worthy 
line of inquiry, may work in the Institute, and take 
advantage of its facilities. 





The Veterans’ Hospital in Victoria will, it is hoped, 
be ready for occupancy by the end of the year. It will 
house older veterans; mostly ambulatory cases. It is 
a unit of its own, and will be in addition to the preg- 
ent 225-bed Department of Veterans’ Hospital, which 
will be used exclusively for active treatment. 





The R.C.N.’s first medical school at Esquimalt is 
providing instruction for medical assistants. Ordinary 
seamen, senior ratings and reservists, who are taking 
medical courses at universities, will receive training 
end experience specially designed for work in the 
medical department of the Navy. Anatomy, physiology, 
pharmacology, bacteriology, therapeutics, medical nurs- 
ing and care, operating-room, laboratory, and x-ray 
procedures are all included in the various courses. 
Surgeon Lieut.-Cmdr. John W. Rogers of Victoria is 
in charge of the school, assisted by Lieut. (N.S.) Mary 
Wilson. 





The Red Cross Outpost Hospitals are a most im- 
portant adjunct to the work of the Red Cross. There 
are twelve of these in B.C.’s rural areas. Many lives 
have been saved by the transport facilities of this 
department and during 1950 more than 100 babies 
were born in its small hospitals, while 45 major and ~ 
82 minor operations were performed. 





Recent appointments to the senior teaching staff 
of the medical Faculty of the University of British 
Columbia are as follows: Drs. A. M. Agnew and J. E. 
Harrison as clinical professor and associate professor 
in obstetrics and gynecology. Clinical professor of 
medicine, Dr. G. F. Strong. Clinical professor of sur- 
gery, Dr. 8S. T. R. Sargeant. Associate clinical profes- 
sor of medicine, Dr. Murray McC. Baird. Associate 
clinical professors of surgery are Drs. Frank A. Turn- 
bull, F. P. Patterson and J. R. Neilson. 

J. H. MAcDERMOT 
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Manitoba 


The tuberculosis death rate in Manitoba for 1950 
was the lowest on record. It was 183 (23.9 per 100,000) 
a 50% decrease over the past ten years. Analysis of new 
cases according to Dr. E. L. Ross, medical director of 
the Sanatorium Board, showed increasing incidence of 
tuberculosis in the older age groups and among young 
children. Control of tuberculosis among Indians has 
shown gratifying results over the past few years. Since 
1948 B.C.G. vaccinations numbering 3,163 have been 
given to Indians. 


Dr. Robert T. Ross, (Man. 1948) has secured his 
M.R.C.P. degree. For the past six months he has been 
doing postgraduate work at the National Hospital for 
Nervous Diseases in London. 


Dr. J. K. Martin, Winnipeg, pediatrician, left for a: 
three-week tour of cerebral palsy treatment centres on 
behalf of the Society for Crippled Children of Manitoba. 
Dr. Martin will visit Toronto, Montreal, Boston, New 
York, Baltimore, Columbus and Chicago. 


Dr. Gaylord Anderson, Mayo professor and director 
of the school of Public Health, University of Minnesota, 
was guest speaker at a luncheon given jointly by the 
Manitoba Health Officers’ Association and the University 
of Manitoba refresher course at the Marlborough Hotel 
on March 26. Dr. Lennox Bell was chairman. 


The Manitoba Health Officers’ Association held its 
annual meeting in the Marlborough Hotel on March 26. 
Speakers were Dr. Hugh Malcolmson, provincial director 
of environmental sanitation, Dr. J. C. Elias, Morris; Dr. 
J. D. Adamson, Dr. G. B. Leyton, provincial laboratories 
director, Dr. Maxwell Bowman, provincial director of pre- 
ventive medical services, Dr. Harry Medovy and Dr. 
William Watt, director of the Neepawa Health Unit. 


At the annual Medical Graduates farewell on March 
24, tribute was paid to Dr. J. D. Adamson who is re- 
tiring as head of the department of medicine. He will 
stay on at the University as a professor in the faculty. 
The retiring honorary president of the Medical Students’ 
Association handed over the stick of his office to his 
successor, Dr. L. Coke. Chairman of the after-dinner 
program was Dr. Harry Little. 

Ross MITCHELL 


New Brunswick 


Sponsored by the N.B. Division of the Canadian 
Cancer Society, the physicians and dentists of Moncton 
and Saint John, N.B., were privileged to hear addresses 
by Dr. David Weisberger, associate professor of Dental 
Medicine, at the Harvard School of Dental Medicine and 
chief oral surgeon at the Massachusetts General Hos- 
pital. Large audiences were present in both centres and 
Dr. Weisberger’s graphic word pictures were supported 
by excellent colour slides and x-ray slides. The speaker 
laid great emphasis on the care and evaluation of 
leucoplakia as a forerunner of malignancy. Discussion 
was somewhat limited because of the excellence of the 
presentation, nevertheless many pertinent questions were 
asked and fully answered. Dr. Weisberger, also spoke 
to the Charlottetown Medical Society and Dentists. 


Two Saint John physicians, confined to hospital, con- 
tinue to show improvement. Dr. D. C. Malcolm, was 
remembered by his many friends on his birthday, in 
March. Dr. E. A. Petrie, radiologist, of St. Joseph’s 
Hospital is still wrapped in plaster, following a fracture 
of the pelvis, in January. Progress is satisfactory. 


Dr. Kendall Emmerson, assistant professor of Harvard 


Medical School and Senior Associate in Medicine at 
Peter Bent Brigham Hospital, in Boston, addressed the 
Saint John Medical Society at their March meeting. 
He discussed the physiology and the clinicaf use of 
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ACTH and Cortisone. A very large audience enjoyed the 
presentation and participated in a session of question 
and rapid fire answers, following the formal address, 
Dr. Emmerson, indicated a list of conditions in the 
presence of which these hormones should not be used, 
and told of conditions where success was to be expected 
with such therapy and made clear his opinions that much 
further work will be required before the possibilities of 
these preparations are completely known. 

Dr. Emmerson was guest speaker, the following night 
at the meeting of the Moncton Medical Society. 


Dr. Henry Watts of Saint John, presented a paper 
on ‘‘Jaundice’’ at the March monthly meeting of the 
Kings County Medical Society at Sussex. 


Dr. F. A. MeGrand, minister of health, announced in 
the New Brunswick Legislature on March 20 that the 
Government of New Brunswick assisted by a Federal 
Health Grant, would greatly extend its cancer program, 
beginning April 1, 1951. It was admitted that the pro- 
gram was not all embracing, but was as full as present 
finances would permit. Diagnostic services are de- 
centralized but treatment services will be centralized. 

Provided under the present scheme on recommenda- 
tion of the cancer clinician would be: (1) a free cancer 
diagnostic service; (2) free consultant services for 
recommended types of examinations for the diagnosis 
of cancer; (3) free laboratory services on recommenda- 
tion by cancer diagnostic clinicians and by responsible 
physicians on the therapy service; (4) three days’ free 
hospitalization for cancer diagnosis. The government has 
provided and will continue to provide equipment to aid 
in the diagnosis of cancer; (5) on the approval of the 
cancer advisory committee in every instance, (a) treat- 
ment will be limited to x-ray and radium and free hos- 
pitalization will be provided for patients receiving x-ray 
and radium treatment, (b) radium therapy will be done 
exclusively at the Saint John General Hospital, (c) 
x-ray therapy will be done only at the hospitals where 
qualified radiologists are employed, namely at the Saint 
John General Hospital, St. Joseph’s Hospital, Saint John, 
Victoria Public Hospital, Fredericton, and the Moncton 
City Hospital. 

The minister of health, stated that this increase in 
cancer services could only be provided with the co-opera- 
tion of the N.B. Medical Society, hospitals concerned 
and the N.B. Branch of the Canadian Cancer Society. 

This program is to assist treatable patients. The 
family doctor is the key man in early diagnosis. He may 
refer patients to diagnostic centres at Saint John, 
Moncton, Neweastle-Chatham, Bathurst, Campbellton, 
Edmundston, Perth and Woodstock, Fredericton, and 
St. Stephen, where clinics are held at regular intervals. 
The Cancer Advisory Committee will be composed of a 
surgeon, radiologist, pathologist. internist and gyne- 
ecologist selected by the minister of health on recom- 
mendation of the N.B. Medical Society. The final de- 
cision concerning type and time of treatment rests 
entirely with the cancer advisory committee. 


Dr. Ross Wright, of Fredericton, is at present attend- 
ing a short course of cancer diagnosis in Eye, Ear, Nose 
and Throat clinics at Memorial Hospital, New York. 

A. 8S. KIRKLAND 


Nova Scotia 


Postgraduate teaching at Dalhousie Medical School 
received a boost through the W. K. Kellogg Foundation 
grant of $56,000 for the next three years. Dalhousie’s 
President Kerr commented on the grant: ‘‘The growing 
public demand in Canada for improved health and medi- 
eal services points clearly to the urgent necessity of pro- 
viding special graduate training to present general prac- 
titioners. . . . Through the generosity of the Kellogg 
Foundation the Medical School will be able to offer 
extended facilities and services for graduate training 
and instruction for more than one thousand practitioners 
in the Maritime provinces.’’ Dr. H. G. Grant, Dean of 
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Medicine, stated that the grant would be applied toward 
the development of postgraduate courses and to send 
medical instructors and clinicians throughout the Mari- 
time provinces on teaching assignments. 





The Halifax Children’s Hospital showed an operating 
deficit for 1950 of $40,000. This represented an average 
loss of $1.24 per patient, per day. Board President 
Donald Grant pointed out that since 1945 food costs 
had increased 111%, household expenses 210%, drugs 
382% and salaries and wages 184%. With a proposed 
addition to the hospital it can only be expected that this 
deficit will rise with the coming years. An increase in 
rates, grants and greater support of the public (par- 
ticularly the latter two) offer the only hope of a balanced 
budget. 





Dr. H. S. Smith of Caledonia, finally succumbed 
temporarily to the influenza virus and developed pneu- 
monia. His wife, Mrs. Freda Irving Smith, R.N., aided 
by Mrs. Ruby Wright, R.N., true to the tradition of 
country doctors’ wives everywhere, carried on his battle 
against the influenza epidemic. 


Dr. John H. Fodden, Associate Professor of Pathology 
at Dalhousie, has been awarded a Markle Foundation 
scholarship in medical science. This award is one of 
twenty made in the United States, Canada and the 
United Kingdom to men judged personally by the 
Foundation as being of high ability and promise in an 
academic field of medical specialization. The scholar 
program was initiated in 1948 after a survey showed 
that medical schools were failing to hold young men 
interested in teaching and research because they were 
unable to offer academic and economic security. The 
grant of six thousand dollars is made annually for five 
years. 





Long operated under an independent board of com- 
missioners the provincial government’s Victoria General 
Hospital will come directly under the Minister of Health 
as a result of a bill recently introduced to the Pro- 
vincial Legislature. 





Subsidies of two thousand dollars each will be paid 
to two Halifax county doctors practising at Moser River 
and Upper Musquodoboit. Made up jointly by the 
province and the country the grants are designed not to 
provide free medical service but rather to enable doctors 
to maintain an adequate income while charging lower 
mileage rates to distant patients. The county council 
reports that the health minister has expressed approval 
of the general idea but that each case arising will be 
considered individually. There is no intention implied 
that a scheme of socialized medicine is being set up. 





Dr. Allen Myrden, Halifax, has been awarded a 
scholarship by the National Research Council. He will be 
attached to the department of clinical investigation of 
the Victoria General Hospital under Dr. Martin Hoff- 
man. 





Tenders are out for a 338 room Cape Breton County 
Mental Hospital. Federal and provincial government 
grants will finance most of the project. 





River John greeted its newly arrived Dr. Urbaitis 
with an official address of welcome, a program of enter- 
tainment, a purse of money and a silver tray. 

ARTHUR L. MURPHY 






x 


Ontario 

Dr. William B. Spaulding, resident in medicine at 
Toronto General Hospital, has been awarded a $30,000 
grant as a scholar in medical science by the John and 
Mary Markle Foundation of New York. The money 
is paid in five annual installments of $6,000 to the 
medical institution to which the scholar is attached. 
Dr. Spaulding is the only Canadian among a group 
of 20 physicians given the fourth annual awards. A 
former Canadian winner, Dr. Donald Wilson of Uni- 
versity of Alberta Faculty of Medicine is in charge 
of the Department of Metabolism, University Hos- 
pital, Edmonton. 

Dr. Spaulding was born in Toronto, graduated from 
University of Toronto in 1944 and after service with 
the R.C.A.M.C. returned to do postgraduate work at 
the University. Since then he has received a degree 
in psychiatry. Under the Markle award he will continue 
research in internal medicine and clinical work, and will 
also be engaged in clinical teaching on the medical 
faculty. 





Medical Alumni Association scholarships worth $200 
each have been awarded to P. H. Melville, Timmins, 
and to G. 8S. Cohen, Toronto, who are medical under- 
graduates. 





As its project for this year, the Junior Red Cross 
in Toronto’s secondary schools has operated the Cere- 
bral Palsy Play Centre under the auspices of the 
Cerebral Palsy Parent Council of Toronto. Staffed by 
a physiotherapist, an occupational therapist, and a 
number of volunteer workers, the play centre operates 
in the Maurice Cody Memorial Hall, Bloor St., lent by 
St. Paul’s Anglican Church. Nineteen children are en- 
rolled of ages between 6 and 12 years. The Clinic is 
held from 9 to 11.30 four days a week. This junior 
school fills the gap for children who are too old to 
attend the Junior League Training Centre for pre- 
school children and too young to be admitted to the 
Wellesley Clinic. 

The first thing every small cerebral palsy patient 
has to learn is co-ordination of his hands. They are 
taught to sit up, stand and walk when possible. It 
is a long, slow business and they need a great deal 
of encouragement. Transportation is a problem. Lea- 
side Kiwanis transports all youngsters from the east 
end. 





Shortly after the Ontario government announced 
that assistance will be given to fraternal or religious 
organizations which provide accommodation for old 
people, the Roman Catholic Diocese of Hearst com- 
pleted arrangements for the erection of a 50-bed aged 
persons’ home at Hearst. This new home will receive 
$1,000 per bed from the provincial government. 





The Department of Veterans’ Affairs is paying 
159,412 pensions to 92,519 veterans. Of these 27,465 
pensions are being paid for pre-enlistment disabilities. 





It cost Toronto $1,148,916 to maintain indigent 
patients in hospital in 1950. In addition to this ex- 
pense the hospitals are asking for $900,000 to cover 
deficits in the care of these patients. Under provincial 
regulations the city pays $3 a day for indigents. In 
addition the province pays $2.35 a day for each public 
ward bed whether it is occupied or not. The average 
cost of treating an indigent is $10 a day. Included in 
this amount are charges for use of the operating 
room, special drugs, x-ray and other services. 





The latest anti-cancer weapon, the Cobalt 60 Beam 
Therapy Unit, will be installed early in July in 
temporary quarters at War Memorial Children’s Hos- 
pital, London. The unit will be operated by Dr. Ivan 
Smith. The Ontario Cancer Treatment and Research 
Foundation is supplying the bomb and also paying for 
installation of a new wing in Victoria Hospital in 
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which the Cancer Clinic will be permanently housed. 
The Cobalt 60 bomb contains 3,000 grams of radium 
and will be kept in a room with three very thick 
walls with dirt piled against the fourth. This bomb 
is one of two developed at Chalk River, the other 
will be used in Saskatchewan. 





The Ontario Government has announced that $1,000 
a bed will be granted toward the construction of nurses’ 
residences by general and public hospitals. 





A plan to put ten privately owned ambulances at the 
city’s disposal has been approved by the Toronto Board 
of Health. The average accident run is four and a half 
miles, the ambulance will be paid $9 a trip. 

Dr. A. L. Chute, senior physician, Hospital for Sick 
Children, addressing the 3lst annual meeting of the 
Health League of Canada said that diabetes is one of 
the ten chief causes of death in Canada. Recent surveys 
show that 1.3% of the population has diabetes. He 
suggested that if a strong association of diabetics were 
to be formed in Canada they could accomplish a great 
deal in the encouragement of research and education. 

Dr. 8. J. Streight, medical director of Canada Life 
Insurance Company, is retiring after completing more 
than 25 years’ service. He will be succeeded by Dr. 
Arthur E. Parks. 

The Trenton Memorial Hospital, built at a cost of 
$525,000, was officially opened by the mothers of three 
servicemen killed in action. It- was dedicated to the 
memory of district servicemen who died during the last 
war. The hospital was declared open by Ontario Welfare 
Minister Goodfellow. Dr. E. A. McCusker of Regina, 
parliamentary assistant to Health Minister Martin, 
expressed his appreciation of the fine new building and 
its up-to-date equipment. 

The Women’s Auxiliary to the Hospital for Sick 
Children has contributed a gift of $2,000 to be used in 
the hospital’s professional library. 


The provincial government has made a grant of 
$100,000 to the Parkwood Hospital for Incurables in 
London. A $400,000 extension is now being built on the 
hospital. 


A six-day refresher course at University of Toronto 
for eye, ear, nose and throat specialists was attended 
by 35 doctors from all parts of Canada. Dr. Phillips 
Thygeson, clinical professor of ophthalmology, Univer- 
sity of California spoke on the use of cortisone in the 
treatment of uveitis. Cortisone does not seem to have 
any effect on the agents causing the disease but ap- 
parently suppresses inflammation and inhibits the forma- 
tion of granular tissue. 

Dr. Charles E. Iliff, Johns Hopkins University, de- 
scribed the use of beta radiation in recurrent ulcerations, 
degenerative conditions and chemical burns. 

Dr. Hedwig 8S. Kuhn, Hammond, Indiana, industrial 
consultant to the United States Air Force and Air 
Material Command, secretary of a joint committee on 
industrial eye work for the American Medical Associa- 
tion and American Academy of Ophthalmology and Oto- 
laryngology, addressed the members of this course on 
industrial accidents. This joint committee acts as a 
clearing house for industrial eye problems and initiates 
research projects in such places as the Mellon Institute, 
where work in heat radiation is in progress, also re- 
search on plastic magnifying lenses. 





The Section of Anesthesia of the O.M.A. held a two 
day meeting at Peterborough, attended by about 65 mem- 
bers from various parts of the province. Dr. Virginia 
Apgar and Dr. R. Gordon were the speakers. Dr. Apgar 
is professor of Anesthesiology, College of Physicians 
and Surgeons, Columbia, New York City. She is in 
charge of anesthesia in the ten hospitals of the Presby- 
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terian Medical Centre, where there is a research depart- 
ment in anesthesia. About 17,000 patients a year receive 
anesthetics. Labour cases number 3,500 annually. Dr. 
B. P. Watson, formerly of Toronto, is still active at 


- this medical centre. Dr. Apgar is chairman of the Board 


of Governors of the American College of Anesthesiology. 
In spite of all these responsibilities she is as friendly as 
the next door neighbour and enjoys talking to anyone 
who is interested in anesthesia, fishing, stamp collecting 
or gardening on all of which subjects she has a torrent 
of ideas. 

The new Civic Hospital at Peterborough has a 
magnificent situation; from the lecture room there is a 
clear view for 30 miles in all directions. The layout, 
decoration and equipment was the envy of visiting 
doctors. LILLIAN A, CHASE 


Quebec 


The reorganization and reconstruction of a new north 
wing for the Montreal Neurological Institute has been 
made possible by a gift from Mr. J. W. McConnell of 
Montreal. It is hoped to begin the building this summer. 

There are also plans for an extension at the northern 
end of the Institute building. The estimated cost of the 
overall project is $1,750,000. Contributions from the 
Quebee Provincial Government and the city of Montreal 
will support the operating costs of the enlarged 
facilities. 

When the present institute opened in 1934 it con- 
tained 47 beds for patients but the demand for services 
rapidly increased, and in 1944, a temporary annex was 
built by the Dominion Government, containing 27 beds. 
The building has been continually over-crowded and the 
plans for additions and reconstruction will bring long- 
awaited relief against over-crowding. They will also 
permit of the expansion for study and research. 





Saskatchewan 


A dinner meeting of the Regina and District Medical 
Society was held at the Assiniboine Club on Tuesday, 
March 13. The guest speaker was the Honourable Paul 
Martin, Minister of National Health and Welfare. Mr. 
Martin spoke in glowing terms of the work and ability 
of the Regina Member of Parliament, our own Dr. Mc- 
Cusker, and welcomed him as an associate in the Depart- 
ment and Parliament. He went on to explain the 
philosophy behind the very large health grants and 
expressed his satisfaction at the progress being made by 
them now and his conviction that the grants would 
fulfill his promise. 

Dr. McCusker spoke to his colleagues for a few 
moments explaining the Department and outlining the 
organizational work behind Civil Defence. 





The Lanigan Union Hospital was opened on February 
26 with a six bed capacity and related facilities, Case 
Room, Nursery and emergency treatment room. The 
Lanigan Hospital will serve the town of Lanigan and 
the villages of Jansen, Drake and Guernsey. 





Dr. J. M. Kilgour of Winnipeg was guest speaker at 
the March meeting of the Saskatoon. and District Medi- 
eal Society. His address on ‘‘Hyperthyroidism’’ 
initiated an interesting discussion. Hosts for the meeting, 
held in the Saskatoon Club, were Drs. Burkell, Brand, 
Caldwell and Campbell. 





The month of May will be a busy one for the Sas- 
katchewan Division when a series of district medical 
Society meetings are being arranged. Starting at the 
first of the month and going right through to the end it 
is expected that every district of the Province will be 
covered. Motion pictures and scientific information on 
professional affairs will be the order of the day. 

On the 14th, 15th and 16th of the month a refresher 
course will be held in Saskatoon. The three mornings 
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will be divided between the three hospitals and each 
afternoon will see the group at the University of Sas- 
katchewan Medical School. An excellent program of 
concise stimulating subjects especially designed for the 
general practitioner has been arranged. 





Dr. C. T. Wolan of Swift Current, Councillor of the 
College for the Swift Current district and a very inter- 
ested member in the Health Region Plan is leaving Swift 
Current to do post-graduate study in New York. He has 
been granted a Fellowship by the American Cancer 
Society. 





In the City of Yorkton a house was razed and in be- 
tween two of the old walls a small packet of papers was 
found that belonged to Dr. J. D. Stevenson who ap- 
parently came to Yorkton during the development days 
and before the Rebellion of 1885. Since the North West 
Territories Medical Register was not established until 
December of that year and Dr. Stevenson’s name does 
not appear on the Register, it is assumed that he did not 
stay long on the prairies. Any information about Dr. 
Stevenson would be greatly appreciated by the Sas- 
katchewan Division in order to put together one more 
link in the development of medical services in this 
Western country. G. GORDON FERGUSON 


— 


General 


Seventeen fellowships totaling $5,000 were awarded 
jointly by Alpha Gamma Delta, international women’s 
fraternity, and the National Society for Crippled Chil- 
dren and Adults, the Easter Seal Agency, to employment 
and placement counselors for a special course designed 
to help meet the employment problems of handicapped 
workers. The grants accompanying the fellowships cover 
tuition and maintenance for the special course, to be 
held March 12 to April 6 in New York. This is the fourth 
such course to be offered under joint sponsorship of 
Alpha Gamma Delta and the National Society. Upon 
its completion, 64 employment and placement counselors 
from 32 states, the District of Columbia, three Canadian 
provinces and Puerto Rico will have been trained. 





There has been such an extraordinary demand for 
cortisone that the manufacturers, Messrs. Merck & 
Company, announce that production cannot keep pace 
with it. The problem is apparently entirely one of supply. 
The present starting material in the manufacture of 
cortisone is cattle bile, and the supplies of this are by 
no means unlimited. Before cortisone can be manu- 
factured in quantities sufficient to supply the demand, 
another more plentiful starting material will have to be 
found, or a complete synthesis discovered by chemists 
and research workers. The Merck Company is doing what 
it can to increase production, particularly by means of a 
new plant now being built near Danville, Pa., at a cost 
of about 7 million dollars, together with other efforts 
in production. It is hoped to triple or quadruple the 
present output by the middle of 1952. The manufacture 
of cortisone is probably the most intricate and time- 
consuming chemical process ever undertaken on a com- 
mercial scale. 

It is worth noticing also that the cost of cortisone has 
been reduced by almost 90% since ‘it was first made 
available. 





The Second International Gerontological Congress 
will be held at the Hotel Jefferson, St.. Louis, Missouri, 
September 9 to 14, inclusive, 1951. It will be under the 
sponsorship of the International Association of Geronto- 
logical Societies, the Gerontological Society, Inc. and the 
American Geriatrics Society. 

The registration fee is $10.00. It is recommended that 
room reservations be made as soon as possible at the 
Jefferson Hotel, St. Louis 3, Mo. 


~ 


The Canadian Life Insurance Officers Association have 
announced the following grants to Canadian institutions 
in aid of research on diseases of the heart and arteries. 

McGill University Faculty of Medicine, Montreal, 
P.Q., for research by Professor G. Lyman Duff on com- 
ponents of the arterial wall in relation to the patho- 
genesis of arteriosclerosis. , 

University of Saskatchewan School of Medical 
Sciences, Saskatoon, Sask., for research by Dr. Rudolf 
Altschul on the cellular pathology of human and experi- 
mental arteriosclerosis. 

University of Western Ontario Faculty of Medicine, 
London, Ont., for research by Dr. Alan C. Burton on the 
biophysical equilibrium of small blood vessels, and for 
research by Dr. George W. Manning on cardiovascular 
responses in acute and chronic anemia. 

Postdoctoral Research Fellowships: Peter Gaskell, 
M.D., of London, Ont., for research under the super- 
vision of Dr. Alan C. Burton at the University of 
Western Ontario Faculty of Medicine, London, Ont. 
David A. Stinson, M.D., of Toronto, Ont., for research 
under the supervision of Dr. Kenneth A. Evelyn at 
McGill University, Montreal. : 

Predoctoral Research Fellowships: James G. Ashwin, 
M.Se., of Prince Albert, Sask., to work under the super- 
vision of Dr. F. C. MacIntosh at McGill University, 
Montreal. ; 

These represent the Canadian proportion of grants 
made by the Life Insurance Medical Research Fund, 
which is provided by 146 U.S. and Canadian life insur- 
ance companies. The Fund has contributed nearly four 
million dollars towards research on diseases of the 
circulation, since its first grants in 1946. 





Japan Applies for Admission to the World Health 
Organization. Japan has applied for full member- 
ship in the World Health Organization. The formal ap- 
plication of the Japanese Government was made in a 
letter from Tokyo just received in Geneva. Dated Febru- 
ary 6 and signed by Shigeru Yoshida, Minister for 
Foreign Affairs, the communication states in part that: 
‘‘The Japanese Government, with due regard to the 
Japanese people’s keen interest in the objective and 
functions of the Organization, accepts the principles 
underlying its Constitution and is ready to perform what- 
ever duties and obligations may be required of it as a 
member under the Constitution’’. 

The question of Japan’s admission to WHO has been 
placed on the Agenda of the Fourth World Health As- 
sembly which is due to open May 7 in Geneva. To date, 
74 countries have joined the World Health Organization 
and one country, Southern Rhodesia, has been admitted 
as an Associate Member. 





Forthcoming Meetings 


CANADA 


The Canadian Hospital Council, Biennial Meeting, 
Ottawa, Ont., May 28 to 30, 1951. 

Maritime Hospital Association, Algonquin Hotel, 
St. Andrews-by-the-Sea, N.B., June 4, 1951. 

Society of Obstetrics and Gynecologists of Canada, 
Annual Meeting, The Seigniory Club, Montebello, Que., 
June 16, 17, 18, 1951. 

Canadian Medical Association, Annual Meeting, 
Mount Royal Hotel, Montreal, Que., June 18 to 22, 
1951. 

The Canadian Society of Laboratory Technologists, 
national convention, Hotel Fort Garry, Winnipeg, 
Man., June 24 to 27, 1951. 

Congrés des Hépitaux Catholique du Québec, June 
25 to 27, 1951. 





ABSTRACTS: MEDICINE 


UNITED STATES 


National Health Council, Annual Meeting, Commo- 
dore Hotel, New York City, April 6, 1951. 
_ The American College of Surgeons, Sectional Meet- 
ing, The Book-Cadillae Hotel, Detroit, Mich., May 9 
to 11, 1951. 

Aero Medical Association,‘ 22nd Annual Meeting, 
Shirley Savoy Hotel, Denver, Col., May 14 to 16, 1951. 

National Tuberculosis Association, Annual Meeting, 
The Netherland Plaza Hotel, Cincinnati, Ohio, May 15 
to 18, 1951. 


American Association of Genito-Urinary Surgeons, 
62nd Annual Meeting, Skytop Lodge, Skytop, Pennsyl- 
vania, May 16 to 18, 1951. 

American Urological Association, Annual Meeting, 
Palmer House, Chicago, Ill., May 21 to 24, 1951. 

The American Goitre Association, Annual Meeting, 
The Deshler-Wallick Hotel, Columbus, Ohio, May 24 to 
26, 1951. 

Catholic Hospital Association of United States and 
Canada, Convention Hall, Philadelphia, Penn., June 2 
to 5, 1951. 

The Association for the Study of Internal Secre- 
tions, 35rd Annual Meeting, The Chalfonte-Haddon 
Hall Hotel, Atlantie City, N.J., June 7-9, 1951. 

The American College of Chest Physicians, 17th An- 
nual Meeting, Ambassador Hotel, Atlantic City, N.J 
June 7 to 10, 1951. 

The American Medical Association, Annual Meeting, 
Atlantic City, N.J., June 11 to 15, 1951. 


? 


OTHER COUNTRIES 


International Congress of Military Medicine and 
Pharmacy, Paris, France (Physician General Dutrey, 
8, bis, rue de Recollets Paris X, Secretary General), 
June 17 to 23, 1951. 

International Congress of Gynecology, Maison de la 
oa Centre Marcellin, Paris, France, June 23 to 29, 

51. 

The International Hospital Federation, Second Post- 
war Congress, Brussels, Belgium, July 15 to 21, 1951. 


The World Medical Association, 5th General As- 
sembly, Stockholm, Sweden, September 15 to 20, 1951. 
(September 21, Meeting of the Medical Editors of the 
World, sponsored by the W.H.O.) 


International Society of Surgery (Société Interna- 
tionale de Chirurgie), 14th Congress, Paris, France, 
September 24 to 29, 1951. 


ABSTRACTS FROM CURRENT 
LITERATURE 


Medicine 


Effect of Desoxycorticosterone and Ascorbic Acid on 
Rheumatoid Arthritis. James, W. E., Little, R. C. 
Shumway, N. P.: Am. J. M. Sc., 221: 490, 1951. 


Using a series of five cases of rheumatoid arthritis 
previously under observation for a considerable period 
of time, these authors have attempted a critical assess- 
ment of the usefulness of the combination desoxycorti- 
costerone and ascorbic acid in the treatment of this 
disease. 

None of the patients showed any significant response 
to the treatment. To forestall criticism offered by other 
workers claiming good results for these drugs, the 
authors gave the drugs intramuscularly. They maintained 
normal electrolyte levels in the patients’ blood and they 
avoided excessive dosage. Their cases met the diagnostic 
criteria postulated by supporters of this therapy. 

G. A. CopPpING 
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Treatment Abuses in Allergy Practice. Tuft, L.: Am. J. 
M. Sc., 221; 51, 1951. 


In reviewing what. he considers to be the principal 
treatment abuses in the management of allergic patients, 
the author lays particular stress on the failure on the 
part of many physicians to establish the specific form 
and degree of hypersensitivity present. It is his claim 
that failure to do this leads to an inadequate basis for 
all future management of the case. There are, as well, 
many other more detailed errors. He points out that it 
is a mistake to lay too much stress upon the finding of 
positive skin tests unless a detailed clinical history is 
available, inasmuch as many skin tests may remain posi- 
tive for a long time following the loss of the hyper- 
sensitivity, and as well, there are numerous cross- 
sensitivities. 

In discussing the respiratory inhalant allergens, the 
author suggests that tobacco smoke in rooms or closed 
ears is often a problem and particularly so in dealing 
with children’s sensitivity reactions. He has a good deal 
to say about the treatment of house dust sensitivity. There 
is believed to be a specific active allergen of, as yet, un- 
determined chemical nature, in house dust, and he feels 
that in addition to skin testing, clinical observation is of 
great importance in the decision as to the part being 
played by this substance in the development of symptoms. 

The author discusses the errors made in dosage and 
the frequency of administration of desensitizing injec- 
tions. It is his belief that the goal of desensitizing 
parenteral therapy is to induce a state of hyposensitiza- 
tion rather than to attempt to completely remove the 
patient’s reaction to the offending substance or sub- 
stances. He believes that this can best be accomplished 
by repeated injections of small doses of an extract of 
the substance given within the limits of the patient’s 
tolerance. He does not approve of the practice of wil- 
fully inducing local or general reactions and, indeed, is 
of the opinion that at times this may lessen the effective- 
ness of the treatment. 

In discussing bacterial vaccine desensitization, he 
points out that there is no good scientific method to 
determine either by a skin test or by antibody determina- 
tion whether the patient is sensitive to the organisms 
being injected. He states that the history of frequent 
colds preceding the onset of the attack of sensitivity 
(asthma, ete.) cannot be depended upon as sometimes 
upper respiratory tract symptoms may be part of the 
allergic picture itself. If the use of bacterial vaccines is 
persisted in where indicated, the author believes that 
good results may be expected to follow in certain cases 
provided that the therapy is maintained over a sufficient 
length of time and is not given in sufficient doses to 
cause undesirable reactions. He cites several instances 
where a long-continued bacterial vaccine therapy failed 
to give results whereas when the therapy was discontinued 
the accumulated good effect of the treatment was allowed 
to exert its influence and improvement followed. 

The usefulness of the antihistaminics is, he believes, 
limited to the more acute allergies such as urticaria and 
hay fever because of the more ready attack of these 
drugs on circulating free histamines as opposed to the 
intracellular histamine considered to be the offending 
factor in chronic asthma and atopic dermatitis. He feels 
that it is a mistake to treat hay fever with the anti- 
histaminies without giving specific pollen therapy at the 
same time, being of the opinion that this may court a 
subsequent asthmatic complication through failure to 
eliminate the basic cause of the underlying allergic 
tendency. ; G. A. CopPINneG 


Rupture of the Interventricular Septum. Nareff, M. J., 
Sklar, L. J., Kelly, F. T. and Reuling, J. R.: New 
England J. Med., 243: 431, 1950. 


Rupture of the interventricular septum may occur as 
a complication of acute myocardial infarction, usually 
between the third and twelfth day. Its occurrence is 
usually accompanied by a dramatic deterioration in the 
condition of the patient with pain, peripheral circulatory 
failure and the abrupt appearance of, or increase in, the 
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ABSTRACTS : 


signs of right heart failure. The most striking clinical 
feature is the appearance of a rough systolic murmur 
to the left of the lower sternum. The electrocardiogram 
shows the picture of septal infarction with right axis 
deviation. 

The literature on the subject is reviewed and four 
cases presented by the authors. NoRMAN 8. SKINNER 


Rational Therapy for Secondary Amenorrhea. Given, 
W. P., Gause, R. W. and Douglas, R. G.: New England 
J. Med., 243: 357, 1950. 


The ideal endocrine therapy of secondary amenor- 
rhea is the re-establishment of normal cyclic ovulatory 
menstruation without the necessity of continuous ther- 
apy. A rational approach would be to induce ovulation 
and thus to produce normal menses. At present there are 
no specific means to accomplish this end and one must 
rely on correction of metabolic and physical defects -in 
an effort to reinstitute ovulation, along with substitution 
therapy in the form of estrogen and progesterone to 
induce bleeding. Such substitution therapy may have a 
stimulating effect on the pituitary or ovary or on both. 

The authors present a series of 50 cases of secondary 
amenorrhea treated during the past two years and 
stress the essential importance of attempting to induce 
ovulation in such patients. Forty per cent were over- 
weight and the vast majority had low basal metabolic 
rates. Menstrual bleeding was achieved in all 50 cases. 
One patient bled after a weight reduction of 18 pounds 
and 20% menstruated after a period of three to five 
months on thyroid extract. Fifty per cent of the series 
required the addition of monthly courses of progesterone 
(50 mgm. sublingually daily for four days) and the 
remaining 28% required the addition of estrogen to the 
foregoing routine. 

All patients who responded to thyroid were success- 
fully maintained on continued treatment. Only 5 of the 
25 who responded to the cyclic administration of pro- 
gesterone continued to menstruate for four to seven 
months after the therapy was stopped. No patient need- 
ing estrogen to induce bleeding continued to have 
menstruation after medication was discontinued. 

Twenty of the 50 patients showed presumptive evi- 
dence of ovulation at least once but only one of these 
was in the group requiring estrogen. Five pregnancies 
occurred, one in the group whose amenorrhea responded 
to thyroid and four in cases requiring the addition of 
progesterone. NoRMAN S. SKINNER 


The Abuse of Bed Rest in the Treatment of Myocardial 


Infarction. Irvin, C. W. and Burgess, A.:M.: New 


England J. Med., 243: 486, 1950. 


The authors criticize the usually accepted routine of 
four weeks’ complete bed rest in the treatment of. myo- 
cardial infarction. They review the common complica- 
tions of the disease and point out that such complications 
set in relatively soon after the occurrence of infarction 
or, in the types usually seen later, may be the result of 
the enforced recumbency. The authors feel that two 
weeks in bed, with reasonable, carefully explained re- 
strictions, and possibly bedside toilet privileges, is all 
that is necessary in the majority of cases and that even 
during this period some gradually increasing activity 
might be begun. In any case, no blanket recommendation 
applicable to all patients can or should be offered as the 
problem is a highly individual one. 

NORMAN S. SKINNER 


Surgery 


The Effect of Definitive Surgery on Duodenal Ulcer 
Disease. Moore, F. D., Peete, W. P. J., Richardson, 
J. E., Erskine, J. M., Brooke, J. R. and Rogers, H.: 
Ann. Surg., 132: 652, 1950. 


An extensive study of public ward and out-patients 
treated at the Massachusetts General Hospital during 
1942-46 included 1,246 case records of patients with duo- 
denal ulcer. Pains were taken to trace those patients who 
had ceased to attend clinics or to reply to enquiries and 
it became evident that in duodenal ulcer ‘‘no news is 
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bad news’’, for the proportion of poor results were much 
higher than in those easily traced. Results were classified 
as Excellent if the patient was asymptomatic without 
ulcer regimen; Good if he was asymptomatic with ulcer 
regimen; Fair if improved but still symptomatic; Class 
III if symptoms were mild and did not cause loss of 
more than 7 days from work during the previous year, 
or if they were underweight; Poor if the patient’s dis- 
ease was unimproved, worse, or fatal. 

Comparison of the patients who received definite surgi- 
cal treatment with those who had no definite operation 
showed that the same type of failure occurred, but with 
a much lower rate of incidence, and definitive surgery 
removed economic incapacity from the list of causes of 
failure. The prognosis following a single perforation is 
far better than that for a patient with perforation in 
the past who re-enters with renewed symptoms, the latter 
facing fatality, re-perforation, obstruction, lasting symp- 
toms and necessary surgery more often than any other 
sub-group studied. Hemorrhage led to gastrectomy in 
23.5% of such operations done, and of these 10% had 
poor results. 

There is a group of men who acquire duodenal ulcer 
when of advanced age. They have a very poor prognosis. 
Definitive surgery appears about twice as likely to give 
a good result as does avoidance of surgery. Obstruction 
due to spasm or edema is a symptom of acute activity. 
Cicatricial obstruction is a later result of old organic dis- 
ease and in itself requires relief. 

It is suggested that the sooner a diagnosis of pro- 
gressive or virulent ulcer disease is made, the earlier 
can a decision as to surgery be made. The mortality from 
hemorrhage, perforation and late obstruction in non- 
operated patients appears to balance the intrinsic hos- 
pital mortality of definitive surgery. Experience in this 
centre indicates that subtotal gastrectomy is the opera- 
tion of choice. 

The criteria for diagnosing progressive virulent ulcer 
disease are listed and emphasize that primary considera- 
tion should be to those who have had a previous perfora- 
tion, with present ulcer symptoms, have had an acute 
hemorrhage requiring blood transfusions, or have pro- 
gressive pain for 2 years under a physician’s care in 
their normal environment and at work. If one of these 
criteria is present and the patient is a male who has 
symptoms before the age of 20 or after the age of 65, 
the outlook for successful non-surgical management is 
poor. If surgical skill and facilities are available for 
gastrectomy with a low mortality, the patient should be 
offered, this procedure. BURNS PLEWES 


Quantitative Studies on the Mechanism of Gastric 
Secretion in Health and Disease. Dragstedt, L. R., 
Woodward, E. R., Storer, E. H., Oberhelman, H. A. 
and Smith, C. A.: Ann. Surg., 132: 626, 1950. 


The pioneer descriptions of the physiology of gastric 
secretion by Pavlov, Ivy and Farrell, Edkins, and 
Priestley and Mann are reviewed and a series of experi- 
ments to confirm and amplify their work described. The 
importance of proving the psychic, antral and intestinal 
phases’ of the secretion of hydrochloric acid is shown 
in the control of duodenal ulcer. 

Complete vagotomy in the dog reduces the output of 
HCl by 76%. Removal of the antrum of the stomach 
reduces the output of a Pavlov pouch by 86%, though re- 
moval of only half or two-thirds of the antrum has no 
effect. Exteriorization of the gastric antrum has the 
same effect, but transplantation into duodenum or colon 
causes gastric hypersecretion. Other gastric transplants 
have no such effect, so that the antrum only has to do 
with the gastric phase of secretion. In dogs the nervous 
mechanism accounts for 45% of gastric secretion per 
24 hours, the antrum phase for 45% and the intestinal 
phase for 10%. 

In duodenal ulcer patients, the fasting nocturnal 
gastric secretion is 3 or 4 times normal, and histamine or 
insulin test meals are twice normal. Vagotomy abolishes 
about 80% of gastric secretion in ulcer patients. This 
operation should be tried first because it is less radical. 

BuRNS PLEWES 
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Last year British Instrument Manufacturers showed 








The ingenuity of British instrument designers allied to 


the painstaking craftmanship of instrument makers have 
provided the tools for scientific research for the past 
200 years. And today Britain still leads the world in 
high grade precision instruments. 


visitors to Toronto their latest and finest products. 
Always pushing forward with developments that keep 
pace with the ever-widening needs of research and 
industry, their newest achievements will again be on 
view at this year’s exhibition. 


See the achievements of British Instrumentation at the Canadian International Trade Fair, 
Toronto, May 28th-June 8th, British Instruments Section, Automotive Building. 


Among the objects displayed will be the latest models of: 


MICROSCOPES - THERMOMETERS 
RESEARCH APPARATUS 
OPHTHALMIC LENSES 
LABORATORY GLASSWARE 
RADIOLOGICAL AND BIOLOGICAL 
INSTRUMENTS + PRECISION BALANCES 
OPTICAL ELEMENTS AND GLASS 
CAMERAS + PROJECTION APPARATUS 
GEIGER COUNTERS AND 
INSTRUMENTS FOR NUCLEAR 
PHYSICS, ETC., ETC. 


THE SCIENTIFIC INSTRUMENT 
MANUFACTURERS ASSOCIATION 
OF GREAT BRITAIN 





The following are exhibiting their goods at Toronto and will 
gladly supply further information, catalogues and quotations. 


G. H. ZEAL LTD., _ 
Lombard Road, 4 
Morden I, 
London S.W.19. 
Booth Site Nos. 4467-4469 


COOKE TROUGHTON & 
SIMMS LTD., 
Haxby Road, 
York. 
Booth Site No. 4575 


W.F.STANLEY E Co. LTD., 
Avery Hill Road 
London S.E.9. 

Booth Site Nos. 4568-4570 


BAIRD & ae 
(LONDON) L 
Freshwater Ho” 
a Heath, 


SS oth Site Nos. 4457-4566 


W. WATSON & SONS LTD., 
313 High we 
London W.C 

Booth Site "Nos. 4457-4566 


STANTON 
INSTRUMENTS LTD., 
119 Oxford Street, 
London W.1. 
Booth Site Nos. 4471-4473 


KELVIN & HUGHES LTD., 
New North Road, 
Barkingside, 
Essex 

Booth Site Nos. 4471-4473 


ae IC 
RADIOLOGICAL 
SEY ELOPMENTS LTD., 
77 King’s Road, 
London S.W.3. 
Booth Site Nos. 4471-4473 


SOUTHERN 
INSTRUMENTS LTD., 
Fernhill, 

Hawley, 

Camberley, 

Surrey. —_ 
Booth Site No. 4576 


EVERETT EDGCUMBE 
& CO. LTD., 
Colindale W orks, 
Hendon, 
London, N.W. 
Booth Site ‘No. 4572-4574 


HILGER & WATTS LTD., 
48 a Square, 
London S.E. 

Booth Site Nos. 4457-4566 


W: EDWARDS & CO., 
(LONDON) LTD., 
Kangley Bridge Road, 
Lower Sydenham, 
London S.E.26. 

Booth Site Nos. 4457-4566 


WRAY 

(OPTICAL WORKS) LTD., 
Ashgrove Road, 

—— 
Ken 


Booth Site Nos. 4471-4473 


FIELDEN 
(ELECTRONICS) LTD., 
Paston Road, 
Wythenshawe, 
Manchester. 
Booth Site Nos. 4471-4473 


H. TINSLEY & CO. LTD., 
Werndee Hall, 
South Norw ood, 

London S.E.2 

Booth Site. Nos. 4471-4473 


For promoting the advancement of scientific instruments 
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ABSTRACTS: 


Restoration of Function of the Shoulder Following 
Paralysis of the Trapezius by Fascial Sling Fixation 
and Transplantation of the Levator Scapulez. Dewar, 
F. P. and Harris, R. I.: Ann. Surg., 132: 1111, 1950. 


A patient who had undergone anastomosis of the 
spinal accessory nerve to the facial nerve following 
extirpation of an acoustic neuroma, had a disabling drop- 
shoulder and was unable to abduct her arm more than 
90 degrees. Forward flexion was limited. Parzsthesia, 
due to traction of the brachial plexus, occurred in the 
arm. The angle of the scapula was tethered to the 2nd 
and 3rd dorsal spines by a strip of fascia lata and the 
distal insertion of the levator scapule was detached and 
reimplanted into the spine of the scapula. The result was 
a restoration of a normal type of movement in range, 
strength and direction, which functioned well when she 
returned to her heavy duties on the farm. 28 
BuRNS PLEWES 


The Papillary Neoplasms of the Breast. Haagensen, C. 
D., Stout, A. P. and Phillips, J. 8.: Ann. Surg., 133: 
18, 1951. 


Bleeding from the nipple is often due to benign intra- 
duct papilloma, though there may be a palpable tumour. 
Even when due to the rare papillary carcinoma, the 
malignancy is of low grade, and they can be differ- 
entiated microscopically. A plea is made that the need- 
less and mutilating mastectomy be avoided. If the frozen 
section is doubtful the biopsy wound should be closed and 
paraffin sections awaited. In reviewing 108 cases and ‘the 
literature it is found that intraduct papilloma is benign 
and the authors found no evidence that it transforms into 
papillary carcinoma. A local operation for its adequate 
and permanent removal is described, so that the opera- 
tion of simple mastectomy is unnecessary. 

BURNS PLEWES 


Obstetrics and Gynecology 


Cancer of the Cervix: A Realistic Program of Cancer 
Control for the General Practitioner. Greentree, L. 
H.: Am. J. Obst. & Gynec., 1: 178, 1951. 


Prevention rather than early diagnosis should be the 
primary goal of the general practitioner in any program 
of cancer control. Office electro-cauterization of all 
chronically infected cervices is an excellent prophylaxis 
against carcinoma of the cervix. All cases of cauterized 
cervical erosions which do not heal properly should be 
considered carcinomatous until proved otherwise. Pa- 
tients with these unhealed cervical erosions should then 
be referred to a Diagnostic Cancer Clinic or gynecologist 
for further tests and study. At that time a cervical 
biopsy should be done with the Schiller test to point out 
areas most suitable for biopsy. 

The Papanicolaou vaginal smear should be used to 
complement the cervical biopsy, but never to replace it 
since the expected 10% false negative vaginal smear 
does not reliably indicate that no cancer is present. 
Although a positive vaginal smear suggests that cancer 
is present, the final diagnosis is dependent on the micro- 
scopic examination of the cervical biopsy. 

Ross MITCHELL 


The Réle of Marginal Sinus Rupture in Antenatal 
Hemorrhage. Fish, J. S., Bartholemew, R. A., Colvin, 
E. D. and Grimes, W. H.: Am. J. Obst. & Gynec., 61: 
20, 1951. 


Rupture of the marginal sinus of the normally im- 
planted placenta was found to be responsible for one- 
third of all cases of antenatal hemorrhage occurring in 
the last trimester or in labour. It closely simulated 
placenta previa. The fragile membranous structure 
renders it liable to rupture under conditions of stress 
which would not ordinarily result in placental separa- 
tion. Rupture of the marginal sinus showed, a greater 
tendency to bring on labour than placenta previa, both 
at and before term. 


INDUSTRIAL MEDICINE 
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Of the three most important causes of antenatal 
hemorrhage of late pregnancy—rupture of the marginal 
sinus, placenta previa and abruptio placente—rupture of 
the sinus was attended with the lowest fetal mortality 
(4%). There was no maternal mortality. Expectant 
management of proved value to mother and fetus in 
placenta previa is even more applicable to the hzemor- 
rhage of ruptured marginal sinus, in which the risk to 
mother and baby is much less, provided blood losses are 
replaced. Ross MITCHELL 


Unanticipated Fetal Risks in the Perineal Stage of 
Labour. Harrar, J. A. and Buchman, M. I.: Am. J. 
Obst. § Gynec., 61; 348, 1951. 


It is evident that some further reduction in fetal 
mortality can be accomplished if signs of asphyxia at 
the end of the second stage are promptly heeded. With 
the caput in sight, the obstetrician must be constantly 
alert as to the possibilities and immediate handling of 
cord pressure, prolonged perineal delay, occasional late 
premature separation of the placenta, as well as im- 
pacted shoulders in large babies. Careful and frequent 
auscultation of the fetal heart should be carried out 
during the perineal stage of labour and one should enter- 
tain the idea of delivery after one-half hour in the 
perineal stage. Sterile vaginal examination should be 
frequently employed. Cesarean section at times may be 
more expedient than vaginal delivery of excessively large 
infants. The judicious use of sedation, especially in 
rapidly progressing labours, is important. 

Finally, an understanding of the physiology of anoxia, 
and the gentle and careful use of resuscitation are re- 
quired. Ross MITCHELL 


Posterior Colpotomy: An Aid in the Diagnosis and 
Treatment of Ectopic Pregnancy. Draa,’C. C. and 
Baum, H. C.: Am. J. Obst. & Gynec., 61: 300, 1951. 


The posterior colpotomy incision is a safe and useful 
procedure for the early positive diagnosis of ectopic 
pregnancy. Early ectopic pregnancies can be removed 
safely through the posterior colpotomy incision, and 
when possible this is the best treatment. When a 
laparotomy is necessary to remove an ectopic pregnancy 
visualized through the colpotomy incision, there is no 
increased risk to the patient. Additional elective surgical 
procedures should not be performed at the same time an 
ectopic pregnancy is removed. Early diagnosis and 
treatment of ectopic pregnancy will reduce mortality and 
morbidity to a minimum. Ross MITCHELL 


Industrial Medicine 


Job Analysis as Related to Visual Skills. Stump, N > Bes 
The Sight-Saving Review, 18: 190, 1948. 


That employer as well as employee benefits from an 
industrial vision service based on a fact finding system, 
is indicated by this article. In it the author discusses 
job analysis with the psychological method, delimiting 
the materials specifically to visual performance testing 
and its implications for the eye doctors. He emphasizes 
the necessary inter-relationship of the industrial 
employee, the ophthalmic professions and the ophthalmic 
manufacturer. Further research is necessary to give the 
answer to the comparative importance of visual per- 
formance in relation to other psychological factors 
needed in the successful employee; as a contributive 
factor in job success, however, its importance has 
recently been clearly indicated. 

The experience of 56 plants, which offered industrial 
vision service with the Ortho-Rater is cited to show how 
this service stimulated those employees who needed it, 
to seek professional attention. In this way many were 
brought up to a minimum-visual standard required for 
success on the job. Periodic re-checks are encouraged and 
facts are now available to show that through a carefully 
controlled industrial vision service not only are employees 
who need professional eye care, discovered, but other 
defects may be uncovered. 
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LIVER EXTRACT INJECTABLE 


(15 UNITS PER CC.) 


Liver Extract Injectable is prepared specifically for the treatment of 
pernicious anaemia. The potency of this product is expressed in units 
determined by actual responses secured in the treatment of human cases of 
pernicious anaemia. Liver Extract Injectable as prepared in the Connaught 
Medical Research Laboratories has the following advantages :— 


1. Assured potency—Every lot is tested on cases of 
pernicious anaemia. 


2. High concentration of potency—Small dosage 
and less frequent administration. 


3. Low total solids—Discomfort and local reactions 


occur very infrequently because of the high purity 
of the product. 


Liver Extract Injectable (15 units per cc.) as prepared by the 
Connaught Medical Research Laboratories is supplied in packages containing 
single 5-cc. vials, in multiple packages containing five 5-cc. vials, and in 
10-cc. vials. 


ALSO AVAILABLE 


Liver Extract for Oral Use in powdered form is supplied in packages 
containing ten vials; each vial contains extract derived from approximately 
one-half pound of liver. 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 
University of Toronto Toronto, Canada 


Established in 1914 for Public Service through Medical Research and 
the development of Products for Prevention or Treatment of Disease. 








Book REVIEWS 


The author indicates the ways in which both employer 
and employee gain from an industrial vision service 
based on a fact-finding system. The possibility of a 
better quality product even with increased production, 
a reduction of accidents and a reduction of waste, is of 
great interest to employers. 

There are indications too, that efficient visual per- 
formance also means (1) less turnover, (2) better selec- 
tion at employment, and (3) less absenteeism. For the 
employee it can mean fewer eye injuries, decreased 
fatigue through reduced eyestrain, and a bigger pay- 
cheque. 

It is obvious that vision alone does not pick out all the 
good workers; other factors enter to make a good 


worker. In the author’s opinion, however, visual per- 
formance tests play a lion’s share in discriminating the 
MARGARET H. WILTON 


good from the poor worker. 


Book Reviews 


Textbook of Surgery. American authors. Edited by 
F. Christopher, Professor of Surgery, Northwestern 
University Medical School, Chief Surgeon, Evanston 
(Illinois) Hospital. 1550 pp., illust., 5th ed. $14.50. 
W. B. Saunders Co., Philadelphia; McAinsh & Co. 
Ltd., Toronto, 1949. 


In his preface the author states ‘‘the dominant plan 
of this textbook is to give the student a concise presenta- 
tion of surgery, which is characterized by the maximum 
authority’’, and on the whole the desired result has 
been obtained. The book is a veritable mine of informa- 
tion. It is valuable to the graduate as well as the 
undergraduate student, and when studying for examina- 
tions, one is grateful to the author and his collaborators 
for producing such a work. However, a ‘‘concise 
presentation of surgery’’ is a big bite; possibly more 
than can be chewed in a single mouthful (or book). 
Some subjects have had to be cut to the bone. It would 
appear that parts of orthopedic surgery have suffered 
most in this respect. For instance, the section on con- 
genital dislocation of the hip is covered in less than one 
page, although in the first sentence it is stated ‘‘con- 
genital dislocation of the hip is a common and serious 
malformation’’. Likewise congenital club foot is 
covered in only a few lines. On the other hand, forty- 
four pages are devoted to Anesthesia, Roentgenology, 
Bacteriology and Pathology; subjects which are vital 
but not really surgery. One other criticism which would 
appear valid, is that the importance of some subjects is 
over-emphasized, for example, the mechanics, diagnosis 
and treatment of strains and sprains of the lower back 
are covered in detail, but the treatment of spondylolis- 
thesis is not mentioned specifically at all. Again, frac- 
tures of the femur, particularly the neck of the femur, 
are dealt with in great detail and cover 26 pages, 
whereas the surgery of the lungs (excluding pleura) is 
covered in only 28 pages. In the section on the heart, 
there is no discussion of the proper way to aspirate 
fluid from the pericardial sac. Nevertheless, this text- 
book is one of the most useful the reviewer has seen. 
Anyone who owns a copy probably has it out very fre- 
quently, because at least eight times out of ten, one 
finds what one wants, in broad terms at least, if not 
in detail. 


Gastroscopy. The Endoscopic Study of Gastric Path- 
ology. R. Schindler, Clinical Professor of Medicine, 
College of Medical Evangelists, Los Angeles. 433 
pp., illust. $28.00. University of Chicago Press, 
Chicago, Til. 

This is the revised edition of Dr. Schindler’s study 
of gastroscopy first published in 1937. It is the refer- 
ence work for the interested practitioner and* the text- 
book for those who specialize in gastrology. Dr. 
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Schindler deals with his subject in great detail and his 
findings have the authority of over seven thousand 
examinations. He commences with a short history of 
the gastroscope followed by an account of the relevant 
anatomy. The mechanics of the instrument are discussed, 
together with its visual limitations. The dangers, contra- 
indications and indications are explained clearly. The 
co-operation of the patient is stressed, this being es- 
sential if success is to be attained. The patient’s 
preparation is discussed. Objection is made to the use 
of oral anexsthetizing lozenges, although in practice these 
work satisfactorily. It is thought that the rather 
elaborate positioning of the patient could be simplified. 
A method of introducing the instrument is described in 
detail, this should be most helpful to the inexperienced. 
The appearance of the normal stomach is described and 
the complementary part which gastroscopy and x-rays 
play is mentioned. The appearances of gastric ulcer, 
gastritis, the granulomata, benign and malignant neo- 
plasms are all fully described. The differential diag- 
nosis between benign and carcinomatous ulcer is particu- 
larly valuable because of the author’s vast experience. 
‘the book is completed by a full bibliography and a 
superb atlas. It is well printed and amply illustrated 
with clear photographs, x-rays and microscopic sections. 


Pain and its Problems. Edited by Sir H. Ogilvie and 

W. A. R. Thomson. 194 pp. 12/6. Eyre & Spottis- 

, woode, London; Staples Press Ltd., Rochester, Kent, 
1950. 


This volume deals with the cause of pain and its 
relief. Most of its chapters appeared in The Practi- 
tioner but some new essays have been added to deal with 
aspects not covered in the original articles. The empha- 
sis is on the way in which a general practitioner can 
apply his knowledge of the anatomy and physiology of 
pain to perfect the diagnosis of the cause. It is inter- 
esting to note how dependent we are on the peripheral 
reference of visceral pain and how little is known of 
this mechanism, but the point is fully discussed in these 
chapters, and in others which deal with the subject by 
systems. The eminence of the authors is a sufficient 
guarantee of the manner with which the problem is 
dealt, and the book should be read by every doctor, for 
it is by the application of the well known simple facts 
stressed here that diagnostic problems are solved. 

Treatment of pain is harder to deal with, for in many 
eases the treatment of the causative disease is outside 
the practitioner’s power, but the alleviation of pain is 
firmly in his hands, and the chapter on the principles 
of treatment will help him to choose logically from 
among the many analgesics now available. Throughout, 
there ‘is an attempt to indicate how pain of non-organic 
origin is to be distinguished, and a valuable chapter is 
included on the commoner types of such pain, with a 
theory of its cause and a method of treatment. The 
procedures described are so practical that every doctor 
will find this a work of great value. 


Methods in Medical Research. R. W. Gerard, Editor- 
in-chief. 312 pp., illust., vol. 3. $7.00. The Year 
Book Publishers Inc., Chicago, 1950. 


The editors of this series have been very careful to 
bring together in relatively small volumes carefully de- 
scribed methods together with key references to the 
original articles and many practical points, supported 
by experience, and have made this work an excellent 
reference. The authors deal broadly but incisively with 
the most fundamental aspects of the subjects and dis- 
play keen insight concerning their many ramifications. 
This volume continues to give detailed study of experi- 
mental designs which have proved their value in actual 
research work. Its first’section deals with genetics of 
micro-organisms, the second with assay of neurohumors, 
the third with selected psychomotor measurement 
methods, and the fourth is devoted to methods for study 
of peptide structure. The increasing emphasis upon the 
quantitative aspects of medical research is welcomed and 
can be put to good use. 
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The Columbia-Greystone Associates Study of Selective 
Partial Ablation of the Frontal Cortex. 


Since treatment of mental disorders by prefrontal 
lobotomy was suggested by Egaz Moniz, numerous modifi- 
cations were introduced to, (a) produce a more satis- 
factory standard effect and, (b) understand why it pro- 
duces this change in the mental state. This book reports 
in detail the study (1947-49) carried out by the 
Columbia-Greystone group. From the neurosurgicai 
viewpoint, it is extremely valuable inasmuch as it shows 
what can happen when this procedure (referred to as 
‘‘topectomy’’) is used on mental patients. 

The réle of topectomy in psychiatric treatment is dis- 
cussed. They state ‘‘Its specific effect is to alter the 
alfective responses so that tensions do not accumulate, 
thereby making regression—reparative behaviour un- 
necessary’’. The effect appears only when areas 9 
and/or 10 were encroached upon at operation. The final 
conclusion states ‘‘This series is extremely small 
especially when compared to the number of patients who 
have been lobotomized. It is therefore impossible at 
this date to draw accurate impressions.’’ This is the 
sort of study that is required from all groups that are 
carrying out operations on mental patients, hoping 
thereby to improve their outlook as well as to add in- 
formation to medical knowledge. 


liay-fever—A Key to the Allergic Disorders. J. Free- 
man, 321 pp., illust. 42s. net. William Heinemann 
Medical Books Ltd., London, 1950. 


This is no ordinary textbook but a most interesting 
und inspiring record of intelligent, patient and unre- 
mitting observation and investigation extending over a 
period of more than 40 years, of the allergic patient and 
his disorders. 

There are many delightful turns of phrase and flashes 
of humour, an unmistakable background of scholarship, 
and a definite flair for many unusual and often original 
words. There is, however, a striking lack of reference 
to other workers in the field of Allergy, and by the same 
token, no bibliography. One feels definitely that ever 
since Leonard Noon and he did their fundamental 
pioneering on hay fever, Freeman has in large measure 
worked out his own salvation and this idea is implied 
in his dedication—‘‘To L.N.—this account of my 
stewardship’’. Noon’s tragic death from tuberculosis in 
1911 deprived him of a kindred mind and close friend, 
hut not of the inspiration and guidance of his old chief, 
Sir Almroth Wright. Though individualistic and to quite 

degree philosophical, it is apparent that this is a 
pilgrim’s progress by a scientist committed to the 
search for truth and to the evolution of knowledge. 
Many case histories and apt anecdotes out of his rich 
experience serve to illuminate the text and provide use- 
ful material. 

Special reference should be made to Freeman’s 
method of treating hay fever which he originated and 
evolved over the years. The patient, irrespective of age, 
with the occasional exception, gives his own inoculation 
efter being with all thoroughness and detail, drilled in 
ihe technique. There are some 54 inoculations commenc- 
ing with 40 Noon units and by increments of 15% 
reaching the top dose of 100,000 units before the onset 
cf the season, the intervals being regulated as required. 
At the end of the course, the criterion arrived at is a 
'egative skin test with the pollen. Certainly the argu- 
l.ents advanced for self-inoculation are weighty and 
‘onvincing and the proof of the pudding is shown by 
the extraordinarily high percentage of unqualified 
success. His ‘‘Rush inoculation technique’’ is also 
 eseribed. 

Valuable chapters too are to be found on Emotions, 
‘loods and Tensions and kindred subjects such as home 
and parental influence or what we might include under 
‘ue psychogenic influences of the allergic disorders. In 
‘ese, the laboratory worker has blossomed forth into 
‘ne wisdom, understanding and ripe experience of .the 
physician who recognizes the importance of the patient 
«s a human being with all his attributes and limitations 
“nd not merely as a case number. 

This is a remarkable book, and it may be commended 
to all workers in this field. 


Continued on page 84 






New Medical Books 


LUMBAR PUNCTURE AND SPINAL ANALGESIA 


By R. R. Macintosh, M.4., D.M., F.R.C.S., 
Nuffield Professor of Anzxsthetics, Univer- 
sity of Oxford. 

149 pages, 111 illustrations. 1951. 

Price $4.00. 


Here is a practical and concise exposition 
of the technique of lumbar puncture, with 
numerous illustrations, some in colour. 


THE PHYSIOLOGY AND PATHOLOGY OF HEMOSTASIS 


By A. J. Quick, Ph.D., M.D., Professor of 
Biochemistry, Marquette University School 
of Medicine. 

188 pages, 18 illustrations. 1951. 

Price $4.80. 

The author gives a logical classification of 
the hemorrhagic diseases, and describes 
fully their diagnosis and treatment. There is 
a detailed section on Laboratory Methods. 
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